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Physiologic Movements of the Spine 


H. H. Frvette, D. O., Chicago, III. 


(Paper read before the A. O. A. Convention, Boston, Mass, July 1-6, 1918.) 


is impossible to formulate a scien- 


r 
I tific technique for the purpose of cor- 

recting spinal subluxations without a 
thorough knowledge of the physiological 
movements of the spine under all condi- 


tions. It is advisable, therefore, to sim- 
plify our understanding of these physio- 
logical movements as much as possible. 


Dr. Robert W. Lovett, in his valuable 
book on lateral curvature of the spine and 
round shoulders, explains the physiologi- 
cal movements of the spine better than 
any other author that I have studied, but 
he does it in a very complicated way, be- 
cause he uses the term “flexion of the 
spine” in the ordinary anatomical sense, 
meaning flexion of. the trunk on the 
thighs. Used in the ordinary anatomical 
sense, where flexion of the trunk 
is meant, this terminology is quite all 
right. But used in relation to the spine, 
the expression is too general and is not 
scientific because the spine is not of the 
same character throughout. For it is 
composed of three distinct sections: lum- 
| bar, which normally in the adult should 
possess a curve convex anteriorly; the 
dorsal, which should normally possess a 
curve convex posteriorly, and the cervi- 
cal, which should be the same as lumbar. 


It is obvious, therefore, that when the 


trunk is flexed on the thighs that the lum- 
bar curve will be extended, that the dorsal 
will be flexed, and that the cervical will 
be extended the same as the lumbar. In 
other words, in the so-called “flexion of 
the spine,” using the term “flexion” in the 
ordinary way that anatomists have used 
it, the dorsal is the only part of the spine, 
from a physiological standpoint, that is in 
flexion; while the lumbar and cervical 
are in actual physiological extension. Ex- 
actly the reverse will naturally follow in 
extension of the trunk; the dorsal spine 
goes into physiological extension, while 
the lumbar and cervical go into physio- 
logical flexion. 


I am very reticent indeed about pre- 
senting my ideas on the movements of 
the spine, because they do not accord 
with the statements of Dr. Lovett, who 
has long been considered the American 
authority on this subject. If the ideas I 
present are wrong, no one will suffer but 
myself; if they are correct, the practical 
application of them will prove of a great 
deal of benefit to those who employ the 
physiological movements of the spine in 
correcting vertebral subluxations. 

Dr. Lovett states that: “A strip of 
sponge rubber, half an inch in diameter 
and fourteen inches long, rotates in the 
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same way that the vertebral column does 
in the same position.” This is true if the 
vertebral column is in the position of 
hyper-extension, for then the facets lock 
and the spine takes on the characteristics 
of the flexible rod. This is also true, but 
to a less extent, if the given area of the 
spine is in extreme flexion. However, 
this does not apply to a spine that is in 
a relaxed or slightly flexed position when 
the weight is thrown on the bodies of the 
vertebrae, because in this position the 
bodies of the vertebrae are the weight 
bearing portion of the spine, and when 
the spine is side bent, the bodies of the 
vertebrae have a tendency to crawl out 
from under their load or rotate toward 
the convexity. 


Dr. Lovett states, in summing up the 
dorsal region: “That the rotation of the 
vertebrae in side bending in the dorsal 
region is always toward the convexity of 
the lateral curve.” This statement should 
be qualified by the phrase, “when the 
dorsal is in the position of easy flexion”; 
because when the dorsal region is side 
bent in the position of hyper-extension, 
or to a less degree in hyper-flexion, the 
rotation of the bodies is to the concavity. 
Also in discussing the lumbar region, Dr. 
Lovett makes the following statement: 
“The rotation accompanying side bending 
in the lumbar spine is always with the 

-bodies turned to the concavity of the lat- 
eral curve. This is to be contrasted 
with the opposite rotation occurring in 
side-bending in the dorsal region.” This 
to my mind is only true when the lumbar 
spine is in the physiological position of 
extension or extreme flexion. I am of 
the opinion that if the lumbar spine is 
side-bent in its normal position of flexion, 
that the bodies travel toward the con- 
vexity the same as they do in the dorsal. 
The reason that they did not do so in Dr. 
Lovett’s experiment must have been due 
to the fact that he put the lumbar spine 
in extreme physiological flexion where 
the facets became locked before he began 
side-bending. 

I have found the cadaver very difficult 
to get satisfactory results from. I have 
felt, however, that the results I have ob- 
tained on the living model in the upright 
position where the weight was superim- 
posed on the spine, and upon my articu- 
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lated spine, were very satisfactory. The 
fact, too, that in a chronic lateral curva- 
ture of the lumbar spine the bodies are 
always found rotated to the convexity 
the same as they are in a similar condi- 
tion of the dorsal region I believe is an- 
other proof of my statement. 


My conclusions, then, are as follows: 


First: That we should not speak of 
flexion and extension of the trunk as 
flexion and extension of the spine; but 
that we should speak of flexion and ex- 
tension of a given area of the spine— 
flexion when the physiological curve is 
increased, and extension when the curve 
is lessened. 


Second: If we consider the different 
areas of the spine in this way, we will 
find that each area of the spine acts very 
much the same as the others under the 
same physiological condition, that is, 
when any area is in easy physiological 
flexion and side-bent, that the bodies ro- 
tate toward the convexity, and that if 
any area is in hyper-extension and to a 
less degree in hyper-flexion and side- 
bent, that the bodies rotate toward the 
concavity. 

Third: That the two principal me- 
chanical features of the spine that control 
its action are the articulating facets and 
the bodies of the vertebrae. When an 
area of the spine is in extreme extension 
and to a less degree extreme flexion, the 
articulating facets lock and the _ spine 
takes on the characteristics of a flexible 
rod, but when any area of the spine is in 
easy flexion, the articulating facets are 
not locked, and the load is thrown more 
upon the bodies of the vertebrae. The 
super-imposed load becomes an import- 
ant factor, and when the spine is side- 
bent the bodies naturally have a tenden- 
cy to crawl out from under their load; 
or, in other words, to rotate toward the 
convexity. 

Fourth: It is apparent that Dr. Lovett 
arrived at the conclusion that the bodies 
of the lumbar vertebrae always rotate to- 
ward the concavity by always putting the 
lumbar region either in extreme physio- 
logical flexion or extreme physiological 
extension before beginning his side bend- 
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Osteopathy Among the Sailors 


Artuur S. Bean, D. O., Brooklyn, N. Y. 


(Paper read at A. O. A. Convention, Boston, Mass., July 1-6, 1918.) 


HIS paper will deal with two phases of 

of the work observed in the Cumber- 

land Street Hospital, Brooklyn, N. Y., 

one of the hospitals taken over by the Uni- 

ted States Government as a naval base hos- 
pital. 

The first phase is decidedly osteopathic 
in character, but the second is less so, but 
not any the less interesting to the osteopa- 
thic physician who wishes to keep abreast 
of the times and know the latest develop- 
ments in antisepsis. 

At this particular time when osteopathic 
physicians are trying to get deserved recog- 
nition at Washington, I feel confident some 
of my experiences will be of interest as 
showing the value of osteopathy for our 
soldier and sailor boys, and in not a few 
cases it has proved its worth even while the 
“powers that be” were turning a deaf ear 
to our envoys at the Capital. 

First I wish to bring to your attention the 
value of osteopathy for our sailor boys, and 
perhaps I cannot do so better than to briefly 
outline several cases that were referred to 
me while on service at the hospital. I was 
supposed to care for the orthopedic work, 
but that proved to be only a small part of 
my duties there. 

Case No. 1 was a young man aged 21 
years, who enlisted from Raleigh. About 
Jan. 6, 1918, this man suddenly felt a severe 
pain in his left knee, which was greatly in- 
creased by motion. Almost immediately the 
knee began to swell until it was about twice 
its natural size; it was red and soon flexed 
to about a right angle, and could not be 
straightened. There was a rise of tempera- 
ture, and this fluctuated from 96° to 105° 
for about two months, when it gradually 
came down to normal and remained there. 
The patient’s history showed no venereal 
diseases or rheumatism, except for so-called 
rheumatic pains after exposure. The bow- 
els had always been good. 

About April 2, 1918, he was brought to 
the Cumberland Street Hospital. The pain 
was still present in the left knee; there was 


some enlargement of the knee, but no fever, 
and he was unable to straighten his leg. 
For a short time weights were used on the 
leg, and then on April 9 a plaster cast was 
put on the leg, extending well above and be- 
iow the knee. This cast was removed after 
three weeks, but little or no improvement 
was noted. An X-ray taken on the 11th of 
May failed to show any tuberculous condi- 
tion, which was now expected, but did show 
“evidence of effusion in the capsule of the 
joint, but no diseased bone.” Massage was 
then advised by the head surgeon. 

On request of the resident physician I 
saw the case on May 22, and confined my 
examination to the osteopathic findings 
only. On the affected side the os innomina- 
tum was rotated posteriorly, and there was 
a marked rotation of the fifth lumbar on the 
sacrum. ‘These findings were reported to 
the head surgeon, and he told me to go 
ahead and treat the case osteopathically, 
which I did. Very specific treatments were 
given to correct the two conditions cited, 
with some little stretching of the muscles 
and ligaments about the knee, and the nurse 
was ordered to massage the knee on the days 
he did not have his osteopathic treatments. 
The case showed considerable improvement 
from the first, and probably could have been 
cured. 

The point I wish to make is this, that so 
far as I could see from a study of the case 
records from a strictly medical standpoint, 
no known cause of the condition was found, 
consequently no definite line of treatment 
could be carried out; the real cause was 
never found until the case was examined 
osteopathically, and no osteopath could have 
missed finding it. Another point I wish to 
make is that the osteopathic findings were 
charted on the hospital records, as was each 
treatment. I would not claim that the os- 
teopathic lesions present were the only fac- 
tors in this case, but they were the predis- 
posing causes which lowered the resistance 
to the knee, rendering it susceptible to the 
infection which followed, if infection really 
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was present inthis case. These osteopathic 
lesions were real causes affecting the part of 
the body involved directly, and this seems to 
me to be a more vital cause of the diseased 
condition, and more important than ascer- 
taining the cause of his great-grandmother’s 
death, though I do not wish to put myself 
on record as one who belittles history tak- 
ing. 

My next case was a Milwaukee boy, but 
so far as I know his birthplace had no di- 
rect bearing on his illness. He enlisted last 
December, and on Jan. 18 he was quite ill 
with what was diagnosed as spinal menin- 
gitis. He was in the hospital until the lat- 
ter part of February, and one day of that 
time he was unconscious. No paralysis 
resulted from this illness, and no ill results 
followed aside from a rather stiff neck. In 
fact he claims he felt perfectly well until 
he lifted a crate over the side of the boat 
on May 5, when he felt a “little jerk” low 
down in his back, and immediately pain be- 
gan. The pain was quite severe and seemed 
to aggravate his stiff neck, and the pain 
extended out into his shoulders. 


On May 6 he answered “sick call.” He 
was given medicine for several days, but 
had no relief. An X-ray was taken of 
back and chest, but no report. On May 18 
he was brought to Cumberland Street Hos- 
pital for a “needed rest.” About a week 
later he was turned over to me. His only 
complaints were the pain in his lower back 
and exhaustion on least exertion. The hos- 
pital chart in this case showed the usual 
provisional diagnosis—‘“sprained muscles 
of lower back.” On the osteopathic exam- 
ination I found the second dorsal rotated 
markedly to the right and the third dorsal 
rotated to the left, showing a sort of zigzag 
condition there, and it was very marked, 
for even the interne could see it after it 
was pointed out to him. The fifth lumbar 
was decidedly rotated to the left. Here 
again there were present very marked os- 
teopathic lesions which would affect the in- 
nervation to the involved parts directly. 


I was asked by the head medical visiting 
physician to examine this case, and the os- 
teopathic findings were charted on the hos- 
pital records; also the osteopathic treat- 
ments given. I am mentioning this case not 
so much to call your attention to the fact 
that marked improvement followed his first 
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osteopathic adjustment, but to the fact that 
this work was done on one of Uncle Sam’s 
sailors in a medical institution by an osteo= 
path, at the request of a head visiting med- 
ical physician, and the hospital records 
show it. If a sufficient number of these 
records could be charted perhaps the au- 
thorities at Washington would begin to 
take notice of osteopathy, and realize some 
of its possibilities to make the soldiers and 
sailors fit for duty. 

On the 18th of May another interesting 
case was referred to me for osteopathic 
examination. This man was 28 years old, 
and hailed from Pittsburgh, where he en- 
listed last December. Soon after he en- 
tered training his lower back began to pain 
him, and on his first and only trip on the 
Leviathan (the old Vaterland) he was al- 
most completely incapacitated. He had 
never been ill in his life before, but during 
the long hours of this trip his back contin- 
ued to get worse. There was no venereal 
history. The report of the X-ray taken at 
Cumberland Street Hospital was that the 
plate showed “evidence of slight lateral 
displacement of the lumbo-sacral articula- 
tion. Possibly an old injury of the inter- 
vertebral space.” How’s that for a diagno- 
sis in a medical institution, made by a dyed- 
in-the-wool medical man? 


Ostecpathy Proving Its Worth 


My diagnosis showed a decided posterior 
condition from the fourth to tenth dorsal. 
From the tenth dorsal to the fifth lumbar 
is was markedly anterior and the fifth lum- 
bar was rotated markedly to the left on 
the sacrum. This examination was made a 
part of the hospital records, and it was also 
charted that this sailor was treated osteo- 
pathically and helped. This case was also 
referred to me by one of the head visiting 
physicians, who discovered there was 
something wrong with his back, and he 
knew osteopathy would fix it, and he was 
big enough to turn the case over. When I 
see these things being done in a medical in- 
stitution I cannot help feeling that the med- 
ical world is gradually awakening to the 
possibilities in osteopathy, and that osteo- 
pathy will eventually come into its own if 
we continue to “deliver the goods.” 

The next case was that of a fireman on 
the Leviathan, who enlisted from Ohio. 
On April 10, 1918, he was “pulling the 
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fire” when he twisted his back and nearly 
fell. Pain immediately developed in his 
lower back and he tried hard to “work it 
off,” with no success. You can easily 
guess the diagnosis made and the condition 
found. X-ray report at Cumberland Street 
Hospital again said that there was evidence 
of a lateral displacement of the last lumbar 
vertebra. Sounds like an osteopathic diag- 
nosis, does it not? But it was made by a 
sure enough homeopath, and the case was 
referred to an osteopath, who found the 
condition without an X-ray. One treat- 
ment practically cured the case. 


Remember, friends, all of these cases 
were discovered in a medical institution, a 
naval base hospital, if you please; most of 
them recognized by a medical practitioner, 
but were corrected by an osteopath. This 
sailor was saved for useful service for Un- 
cle Sam by osteopathy. Envoys to Secre- 
tary Daniels and Gen. Gorgas please take 
notice. 


My last case was no less interesting, as 
it concerned a fine specimen of American 
manhood. He enlisted from the Y. M. C. 
A. Training School at Springfield, Mass., 
after completing part of his course. He 
fell through a hole in the boat into a pit 
forty feet below. This fall resulted in a 
compound, comminuted fracture of the 
lower end of the left humerus, a fracture 
of the left radius about an inch and a half 
from the elbow, five lines of fracture in the 
left ilium and a transverse fracture of the 
ascending ramus of the ischium. Under 
skilful surgical care the patient made a fine 
recovery except for the stiffness and sore- 
ness about the elbow, and not a_ small 
amount of sciatica. The head surgeon 
asked me to see if I could relieve him. I 
found that the fall had not only fractured 
the os innominatum, but it had rotated it 
posteriorly on the sacrum, as shown by the 
usual methods familiar to all of you. 


I examined the man on May 18, and on 
the 27th, when I gave him his fourth 
treatment I succeeded in correcting the in- 
nominate rotation. On the 29th he was 
nearly free from any sciatica, and was able 
to abandon his wheel-chair and walk across 
the ward. I consider the sciatica cured, 
and the arm was greatly improved. Here 
again I wish to emphasize that medical 
science and surgery applied by one of 
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Brooklyn’s best surgeons needed the help 
of osteopathy to put this sailor back on his 
feet again. 

Inclosing this first part of my paper I want 
to remind you that sugar catches more flies 
than vinegar. Instead of belittling my col- 
leagues’ methods when a two hundred and 
second potency failed to cure some of these 
lame backs, I co-operated in every instance 
I possibly could, and not a few times they 
were glad to have an osteopath on the job. 
And one more interesting thing, the osteo- 
path got the work, although several of the 
staff had chiro course a la Dr. Patchen, 
an M. D. chiro who says any M. D. can 
learn all there is to chiropractic in ten days. 
If I had had a “big stick” displayed on 
my shoulder as is occasionally seen, I’m 
sure several sailors would never have re- 
ported for duty again, and I believe osteo- 
opathy stands today higher in Brooklyn in 
the eyes of the medical profession.on ac- 
count of these cases that have been helped 
or cured. 

_ New Antiseptic Solution 

The second part of my paper deals with 
a quite different subject, but one that 
should interest every up-to-date osteo 
path. I refer to a new antiseptic solution 
or sodium hypochlorite solution which was 
first used in the Cumberland Street Hospi- 
tal. In order to appreciate this new anti- 
septic it might be well to review very brief- 
ly the history of antisepsis. 

Previous to 1867 antiseptics in surgery 
were unknown, and many of the older sur- 
geons today can recall the time when 
“laudable pus” was considered an essential 
to proper healing, not realizing how greatly 
the infection present retarded the healing. 
In 1867 Lord Lister first realized that pu- 
trifactive processes constituted the sur- 
geon’s chief danger in operative wounds, 
and he introduced a new method in sur- 
gery. He based his methods of treatment 
on the fact that certain chemical substances 
have the power to destroy or inhibit the ac- 
tion of those germs by which fermentative 
processes are induced. Carbolic acid was 
the antiseptic he used, and the death rate 
after major operations was reduced from 
45 per cent to 15 per cent when his method 
was well developed. 

In 1881 he called attention to the use of 
a 1-1000 aqueous solution of bichloride of 
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mercury as an antiseptic, and its use be- 
came almost universal. Later came iodine, 
iodoform, boracic acid, peroxide of hydro- 
gen, permanganate of potash, etc. Up un- 
til 1915 bichloride of mercury was the one 
most largely used, but it had certain marked 
objections and limitations in its use. It 
could not be used in metalic vessels, nor 
could it be used to disinfect instruments. 
Tt was often irritating to wounds and 
caused copious exudation from the wound. 
Its use in abscess cavities was impossible 
unless very free drainage was possible, and 
it could not be used in the urinary tract, 
bowel or peritoneal cavity. 

Likewise we find each of these antisep- 
tics had their uses, but decided limitations, 
and every surgeon was looking for some 
antiseptic with just as effective action but 
with fewer limitations, so in 1915, when 
Drs. Alexis Carrel and Henry D. Dakin 
announced a new antiseptic, the whole med- 
ical world hoped that the ideal antiseptic 
had been found, but again they were dis- 
appointed. 

Carrel-Dakin Solution 

In order to understand the antiseptic I 
am to speak of especially, a brief statement 
concerning the Carrel-Dakin solution might 
be interesting for comparison. 

The Carrel-Dakin solution is prepared 
hy placing 200 grams of chlorinated lime 
in a twelve-liter flask with five liters of or- 
dinary water and left to stand over night. 
One hundred grams of sodium carbonate 
and eighty grams of bicarbonate of soda 
are dissolved in five liters of water and 
mixed with the chlorinated lime solution, 
then shaken vigorously for one minute. 
The calcium carbonate settles to the bottom 
on standing and then the clear liquid can be 
siphoned off and filtered through paper. 
The solution is now ready for surgical use. 

This Carrel-Dakin solution contains hy- 
pochlorite, which is a good active antisep- 
tic, but like all other antiseptics, the prin- 
ciples of its application are the main and 
the one essential thing, for its successful 
use is that in the application it must have 
free access to every part of the wound. My 
belief is that the Carrel-Dakin solution was 
the best antiseptic used in surgery until the 
introduction of the isotonic sodium hypo- 
chloric solution brought out by Dr. Fra- 
lich, of New York City, and first used in 
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the Cumberland Street Hospital of Brook- 
lyn. I believe this latter preparation has a 
much wider usefulness, is freer from im- 
purities, is safer to use and bound to replace 
the Carrel-Dakin solution. 

In 1901 Dr. Fralich began experiment- 
ing with hypochlorites of various kinds, 
but it was not until 1903 that this isotonic 
sodium hypochlorite solution was perfected 
for the treatment of both deep and superfi- 
cial wounds, for introduction into closed 
cavities and for intravenous infusions. 

The preparation of the isotonic sodium 
hypochlorite solution is comparatively 
simple by treating potassium permangan- 
ate with hydrochloric.acid. This gives off 
a pure chlorine gas, free from any impuri- 
ties or insoluble salts. 2K MnO: plus 16 H 
C1 equals 2K C1 plus 2 Mn Ci: plus 8 H: 
O plus 5 Cl: This free chlorine gas is 
passed through chlorine water in a wash 
Lottle and then directly into a cooled aque- 
ous solution of sodium hydroxide. 2 Na 
OH plus Cl: equals Na C1 plus Na O Cl 
plus H: o. 

If for any purpose it is desirable to make 
the hypochlorite solution neutral it is ac- 
complished by the addition of a few drops 
of hydrochloric acid and tested with lit- 
mus paper. Its stability is increased by the 
addition of a small amount of potassium 
permanganate, which is an original idea of 
Dr. Fralich’s. 

Since both the Carrel-Dakin solution and 
Fralich’s isotonic sodium solution are hy- 
pochlorite solutions, a reasonable question 
might be asked as to wherein the Fralich 
solution differs or is superior to the Carrel- 
Dakin solution. Bearing in mind that the 
action of any hypochlorite solution on bac- 
teria or toxins, in other words, its killing 
power, depends on the available active oxy- 
gen-ions (OC1) I wish to point out where- 
in the isotonic sodium hypochlorite solu- 
tion is superior to the Carrel-Dakin solu- 
tion. 

The oxygen-ions are much in excess of 
those available in any other hypochlorite 
solution, but perhaps I cannot show the su- 
periority of the Fralich solution over the 
Carrel-Dakin better than to quote from Dr. 
Fralich’s article in the August (1917) num- 
ber of the Medical Times, which is as fol- 
lows: 

“The isotonic sodium hypochlorite solu- 
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tion replaced the calcium-sodium chloride 
and electrolysis hypochlorite solutions af- 
ter extensive ,technical investigation and 
comparative tests on bacteria and animals, 
together with exhaustive clinical expe- 
rience. 

“First. Because of high available oxy- 
gen-ions (OC1) concentration. 

“Second. Because it contains no insolu- 
ble salts. 

“Third. Because it can be standardized 
and both oxygen concentration and alka- 
linity can be controlled at will. 

“Fourth. Because it is stable. 

“Fifth. Because it is isotonic and pro- 
duces no osmotic disturbance. 

“Sixth. Because in addition to its clean- 
ing and germicidal effect on open wounds 
it can be used intraperitoneally and intra- 
venously. 

“Eighth. Because it is more efficient, 
economical and convenient to handle. 

“T have used this isotonic sodium hypo- 
chlorite solution in my surgical work thou- 
sands of times as an antiseptic in my oper- 
ations, in infected wounds, superficial and 
deep, in old sinuses, pus cavities of the tho- 
rax, abdomen and brain, on mucous sur- 
faces, for dissolving necrotic tissues of soft 
parts as well as in many cases of bone ne- 
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crosis. I have used it intravenously in an- 
emias, toxemias and bacteriemias. I can 
cite cases of bacteriemia where blood cul- 
tures showed the presence of bacteria prior 
to using the solution intravenously and ab- 
sent in blood cultures made after the infu- 
sion of the isotonic hypochlorite solution. 


“T have never observed but slight irrita- 
tion even when I have used it in a highly 
concentrated form locally or intraperito- 
neally.” 


In this brief paper I have not attempted 
to go into an exhaustive study of this new 
and excellent antiseptic, but I have tried to 
call attention to it and some of its possi- 
bilities. Those particularly interested can 
learn more about it by referring to the ar- 
ticles explaining it in the medical periodi- 
cals, the names and dates of which I can 
give, or by communicating directly with 
Dr. Wilfred G. Fralich, of New York City, 
its discoverer, or with Dr. J. Hubley Schall, 
head surgeon at Cumberland Street Hospi- 
tal, of Brooklyn, N. Y., who has used it 
with most gratifying results in several hun- 
dreds of cases. 


References: Medical Record, Feb. 9, 
1918; Medical Times, May, 1917; July, 
1917; August, 1917; September, 1917. 
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Prolapsus of the Sigmoid 


Curtis H. Muncie, D. O., Brooklyn, N. Y. 
(Paper read at A. O. A. Convention, Boston, Mass., July 1-6, 1918.) 


OLAPSUS of the sigmoid colon right- 
fully comes within the scope of the 
osteopathic general practitioner, for it 
is a structural derangement requiring spe- 
cific adjustment just as truly as is its cause, 
the osseous lesion. Its cure therefore de- 
mands adjustment of both the prolapsus and 
the spine. Diagnosis is definitely and easily 
arrived at when one understands the pathol- 
ogy and will look for it, and the prognosis 
is universally good under osteopathic care. 
This discussion will include the technique 
of adjustment and report of 187 cases. 
The anatomical characteristics of the sig- 
moid predisposes it to pathology peculiar to 
itself. The sigmoid continues from the de- 


scending colon and extends from the left 
iliac crest to opposite the third sacral verte- 
bra. Its beginning and its termination are 
only two to three inches apart and are 
bound down rather snugly, while the omega 
loop is about seventeen inches long and 
freely movable. Thus the frequency and 
mechanism of prolapsus, angulations and 
volvulus of the loop can readily be under- 
stood, especially when we consider that it 
becomes heavy with fecal accumulations, 
more freely movable through weakened 
mesentries, and that most of the time gra- 
vity is forcing it downward. 

The form of displacement most common- 
ly found is a sinking-down into the rectum 
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of the lower limb of the sigmoid thus mak- 
ing an acute angle at the summit of the 
loop. For the sake of description this may 
be termed prolapsus of the first degree. 
Second degree prolapsus, met with next in 
frequency, is a complete falling over of the 
sigmoid loop so that it is crowded low into 
the pelvis approaching the shape of a letter 
U instead of an inverted U as normal. This 
produces sharp angles and either complete 
and always partial obstruction—at the be- 
ginning of the loop and just above the recto 
sigmoidal junction. 

The most rare and serious of all is the 
third degree prolapsus, which in reality isa 
ptosis plus a rotation of the loop upon it- 
self producing a volvulus, and causing com- 
plete obstruction. 

Frequently a spastic structure of the sig- 
moid is met with—also greatly elongated 
and dilated sigmoid loops. Adhesions con- 
necting the sigmoid to the bladder, uterus, 
appendix, and other viscera are occasional- 
ly encountered, and are causes for obstipa- 
tion because of the sharp angles and vis- 
ceral displacements produced. The sigmoid 
is the narrowest part of the colon—the am- 
pulla of the rectum, the widest, which makes 
intussusception at this point more common 
than at any other part of the colon. 


Diagnosis and Symptoms 

_ The diagnosis should begin when the pa- 

tient walks into the office. We are all fa- 
miliar with the type in which we suspect 
prolapsus of the bowel. He or she does 
not appear weak but exhausted—feels like 
sinking down to the floor—a dragging down 
feeling. Her face bears the expression of 
exhaustion plus despondency. She lacks 
pep—cannot see the bright side, is sallow, 
listless and blue without any subjective 
cause. She is usually of the neuropathic 
type. Her case is commonly diagnosed as 
neurasthenia and medical doctors have 
dosed her with tonics. 


The symptoms are legion, being influenced 
more or less by the presence of osseous le- 
sions which lower the resistance of a given 
area, thus making that part susceptible to 
reflex irritation from sigmoidal prolapsus. 
However there are certain symptoms which 
are characteristic and any one of them 
should arouse our suspicion sufficiently to 
establish a definite diagnosis. These symp- 
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toms are as follows according to their fre- 
quency : 

1—Sense of exhaustion especially no- 
ticed by patient after standing for some 
time. 

2—Tendency to despondency without any 
sufficient subjective cause. 

3—Constipation or flattened bowel move- 
ments—or a feeling of incomplete bowel 
movement after defecation. 

4—Impactions of caecum. In very 
chronic cases the whole colon may be thus 
involved. 

5—Reflex symptoms, such as headache, 
sacral backache, pains in left hip or leg. 

Exhaustion, the blues and reflex symp- 
toms are produced by the constant loss of 
nerve energy through pressure of the pro- 
lapsed bowel upon the pelvic sympathetics. 
Constipation is due to intestinal obstruction 
and bony lesions. An acute angle of the gut 
anywhere will produce stasis as is shown by 
the radiograph after administering bismuth 
and timing its passage through the tract— 
but in no part of the intestinal tract is stasis 
more pronounced than in the bowel when 
such angles exist. This is due to the fact 
that the feces are hard and with difficulty 
(if at all) pass through such angles, but 
when they do they cause the typical flat- 
tened stool. When the angulations are very 
acute, stasis to the point of constipation is 
the result. The feeling of incomplete bowel 
evacuation is usually due to the sigmoid ly- 
ing prolapsed in the ampulla of the rectum 
—which stimulates the seasory nerves as 
does a normal stool. 

Impaction of the caecum is quite a con- 
stant symptom or accompaniment of a pro- 
lapsed or spastic sigmoid. Its formation is 
the result of reverse peristalsis. The 
bowel contents are moved toward the rec- 
tum until they reach an obstruction from 
the prolapsed sigmoid, reverse peristalsis 
then sets in and moves the material back to- 
ward the caecum. Physical examination 
will usually disclose, besides an impacted 
caecum and ascending colon, a sore feeling 
in the left iliac fossa deep in and to the left 
of the pubes usually complained of by the 
patient when deep palpation is made. Our 
sense of touch will at once disclose the con- 
dition of the sigmoid. I do not mean to con- 
vey the impression that one is always able 
te feel its exact and complete outline, al- 
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though at times even this is possible, but 
there is a peculiar atonic feeling of a sig- 
moid displacement which only practice will 
determine as is the case in all osteopathic 
diagnoses. 

However, we are not limited to this 
method of diagnosis alone, for although the 
sigmoid is apparently a weak point in the 
human machine it is so located that it can 
easily be inspected and adjusted. 

By having the patient assume the knee 
and chest position the sigmoidascope may 
be passed into the rectum and the prolapsus 
can then be inspected. There is a mass of 
folds, which is the sigmoid in the rectum. 
If the sigmoidascope be passed in too far, 
inspection may show nothing in the nature 
of a displacement because the very act of 
forcing the instrument up replaces the bow- 
el. No doubt many cases of sigmoidal 
ptosis are overlooked for this reason, espe- 
cially when we consider that the usual 
method of using the sigmoidascope is to 
pass it all the way in—then by removing the 
obturator inspection is made while with- 
drawing the instrument. Thus the sigmoid 
is replaced before inspection begins. 

There is a sign which is positive in about 
90 per cent where sigmoid is normal—when 
negative it points to prolapsus. The patient 
takes the knee and chest position, separates 
the knees about eighteen inches and com- 
pletely relaxes—especially the rectum. She 
then takes several deep breaths and exhales 


forcefully. After thus breathing about four . 


or five times a distinct movement of the pel- 
vic diaphragm (that area between the two 
tuberosities ischii) is noticed. This may be 
termed rectal breathing, and is present in 
the normal, and negative in sigmoidal pro- 
lapsus. This may be used as a test to prove 
when the sigmoid is completely adjusted by 
the manual method about to be described. 

There is still another method of clinching 
a diagnosis, the therapeutic test. Treat the 
patient in knee and chest position for a pro- 
lapsus. If such be present, a definite im- 
provement will be felt by the patient. The 
symptoms of despondency and exhaustion 
will clear up immediately. 

Diseases most commonly associated with 


or precipitated by prolapsus of the pelvic 


colon are as follows: 
Autointoxication, constipation and impac- 
tions, appendicitis, membranouscolitis, pro- 
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lapsed left ovary, uterine displacements and 
deranged mensuration, melancholia, splan- 
coptosis, cystitis, backache (sacral). 


Prognosis and Treatment 


The prognosis depends upon the treat- 
ment and the skill with which it is applied. 
If the bony lesion, which is the underlying 
cause of the prolapsus, be permanently ad- 
justed, and the sigmoid is repeatedly re- 
placed until nature is able to restore mesen- 
taric tone the patient will get well and stay 
well. Adjusting the bony lesion is the key 
to success, here as in other chronic diseases. 


Every sick man has a definite cause for 
his sickness, and the successful physician is 
he who searches until he finds the definite 
cause or group of causes and removes them. 
In like manner every prolapsus of the sig- 
moid has its predisposing cause, which is 
the innominate lesion in 90 per cent of the 
cases and lumbar dorsal lesions in the rest. 
Therefore we do not waste the patient’s en- 
ergy, which she needs for recuperation, nor 
our own by giving a general treatment, but 
we find the causative lesion and hammer 
away at it until it is completely adjusted and 
remains so—then hands off—the same ap- 
plies to adjusting the sigmoid. 

The treatment may be divided into pre- 
paratory, adjustive and hygienic. The pre- 
paratory treatment of all cases should be a 
series of enemas, whether there be a history 
of constipation or not, for wherever there is 
a prolapsd sigmoid there is sure to be fecal 
accumulations due to the stasis produced 
from the angulations of the bowel. The 
only successful method for completely re- 
moving such accumulations is the enema 
properly taken by the patient. I have never 
found it necessary to sacrifice my osteopa- 
thic self-respect to the point of administer- 
tering a cathartic in any form. These im- 
paction cases come to us after years of con- 
stant use of laxatives. If these drugs had 
been effective in such conditions, impactions 
could not be found. The worst cases of im- 
pactions are those who are habitual cathar- 
tic takers. The drugs cannot move the-ac- 
cumulations, but they do irritate the bowel 
until a chronic membranous colitis results. 

Impactions can be palpated ranging from 
small elongated accumulations to hard tu- 
mor-like masses as large as a small orange. 
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How to Take Enema 


The enema should be taken in the knee 
and chest position on the bathroom floor. 
Do not allow the patient to walk around 
with two quarts of water in the bowel, for 
the weight of the water tends to displace it. 
The fountain bag should be suspended 
about four feet from the floor; the hard 
rubber rectal tip should be used in prefer- 
ence to the colon tube, and the water should 
be allowed to run very slowly to avoid 
cramping. 

The knee and chest position is advanta- 
geous because the water flowing into the sig- 
moid tends to force it up into normal posi- 
tion. After the first half of the water is 
taken in this position the patient should then 
lie on the right side in order to allow the 
water to run through the transverse colon 
into the caecum. ‘Thus advise patient what 
position to take in order that the water may 
gravitate to the area of impaction. 


Enemas should be continued every night 
until, through abdominal palpation no more 
accumulations can be located and until the 
character of the stool approaches normal. 
During this process of elimination the diet 
should be regulated according to the chemi- 
cal needs of the patient, as determined by 
the physical and urinary findings. A liquid 
diet and sometimes a fast is advisable in se- 
vere cases. Most of these cases are victims 
of acidosis. 


The causative lesion common in most sig- » 


moidal cases is the innominate with a com- 
pensatory side bending fifth lumbar to the 
side of the anterior innominate. A combi- 
nation of anterior and posterior innomin- 
ates and fifth lumbar lesion is common. 
Lower dorsal lesions are often compensa- 
tory, and will clear up when innominates 
are adjusted. 

We have all cured prolapsed sigmoid cases 
without realizing it. We have adjusted the 
causative lesion and nature has done the 
rest; but had we known what was happen- 
ing we could have helped nature more. The 


severe cases of prolapsus, however, require 
both bony lesion and sigmoidal adjustment. 
Adiustment of the sigmoid may be ac- 
complished in one or a combination of the 
following methods : 
Replacement—1. Through abdominal ad- 
justment in the knee and chest position. 2. 
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Through instrumentation. 3. By the means 
of the Coles irrigator with water or oil. 

Abdominal manipulation can be used suc- 
cessfully in 90 per cent of the patients, and 
should be tried in all cases first as follows: 

The patient takes the knee and chest po- 
sition without being strained, but completely 
relaxed, and takes a deep breath, then ex- 
hales suddenly. When the deep breath is 
taken it forces all the abdominal viscera to- 
ward the pelvis, including the prolapsed sig- 
moid—this exaggerates the lesion. When 
the breath is suddenly expelled the dia- 
phragm rises and a negative pressure or suc- 
tion occurs within the abdornen and pelvis, 
and encourages the gravitation of the pro- 
lapsus toward the diaphragm. To replace 
the prolapsus, therefore, the physician 
stands to the right of the patient, who is in 
the knee and chest position, puts the ulnar 
border of his right hand on the sigmoid 
close to pubes; then as patient exhales sud- 
denly a deep traction is made toward the 
diaphragm and the sigmoid is felt to move 
into position. Sometimes a distinct suction 
movement is felt. In severe cases many 
such treatments may be necessary. If the 
patient will thoroughly relax the rectum in 
this position while taking the deep breaths, 
the air will rush into the sigmoid and bal- 
loon it, as it were, thereby forcing it into po- 
sition at moment of sudden expiration. The 
manipulative method, therefore, utilizes the 
following forces to accomplish adjustment. 

* 1—Exaggeration of lesion. 

2—Abdominal suction, upon sudden ex- 
piration. 

3—Atmospheric pressure rushing into 
rectum and ballooning sigmoid at moment 
of forced expiration, 

4—Traction and replacement manually 
through abdomen. 

5—Force of gravity. 

Mild degrees of prolapsus may be adjust- 
ed through abdominal traction while patient 
is supine. 

Instrumentation 


Instrumental replacement is applied only 
after repeated attempts of the above method 
fails. Cases requiring this are usually of 
the second degree type, where the sigmoid 
has completely fallen over and lies deep in 
the pelvis below the limit of manipulative 
possibilities, also in the third degree prolap- 
sus and volvulus. 
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The instrument that I have found most 
satisfactory is the Coles irrigator. I have 
aiso used sigmoidascope for replacing with 
success, 

The patient assumes the knee and chest 
position and the Coles irrigator is well lubri- 
cated and passed into the rectum until an 
obstruction is reached. Gently point the in- 
strument forward and to the left. Ask pa- 
tient to take several deep breaths and exhale 
suddenly, during which use slight pressure 
inward on instrument, when same will sud- 
denly pass obstruction. Thus far the lower 
limb of the sigmoid has been straightened 
out. About three inches up another obstruc- 
tion is reached which represents the second 
turn of the sigmoid. By continuing slight 
pressure on irrigator it will suddenly slip 
past this obstruction and the loop is thereby 
replaced. During the process of replace- 
ment the irrigator should not be forced, 
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water used in replacing the sigmoid tends 
to displace it when the water returns to be 
eliminated, Nor is its technique popular in 
office practice, when through careful ob- 
servation in a few cases will render the 
physician skilful in the former methods. 

A very important congideration of the 
care of these cases is the hygienic treatment, 
for a patient who is not advised what is 
good or bad for her daily life can upset in 
two hours what has taken the physician two 
weeks to accomplish in her case. 

These patients should be advised to stop 
short of fatigue always. Not to stand long 
at a time, such as standing for the dress- 
maker, going shopping, watching a parade, 
etc. 

They should practice deep breathing in 
knee and chest position morning and night 
for five minutes or whenever they feel ex- 
hausted. All corsets or bands which press 


Coles Sigmoid Irrigator 


merely guided. It will turn a full 90 per 
cent on a longitudinal axis through the 
curves of the flexure. 

Failure to move instrument past an ob- 
struction, may be due to sigmoidal contrac- 
ture or impaction. 

When due to spasm or contracture of 
sigmoid, inhibition for two minutes at the 
{hird and fourth sacral foramina will over- 
come it and the instrument will pass 
through. Pain at time of replacement may 
be controlled the same way. 

The combined instrumental and manual 
methods are invaluable in very stubborn 
cases. 

The method spoken of for replacement 
by means of Coles irrigator with oil or 
water is to be used in cases of severe coli- 
tis or ulceration where manipulation or in- 
strumental procedure would tend to irri- 
tate. The Coles irrigator is used, but 


water is forced through it which in turn 
forces the bowel in place while the instru- 
ment guides and thereby aids in directing 
replacement. 


Its disadvantage is that the 


for replacing sigmoid. 


in or down upon the abdomen should be 
substituted for those that lift up. 

When finally nature has had sufficient 
time to restore normal tone to the mesen- 
teries, through proper spinal adjustment, the 
patient will be able to lead a natural life, 
with a return of her former energy. 


In closing I would state that the forego- 
ing are observations accumulated from the 
physical findings and clinical data of a 
series of 187 cases and therefrom the fol- 
lowing conclusions are reached : 

1.—That the predisposing cause of sig- 
moidal displacement is the bony lesion. 

2.—That sigmoidal displacemerits pro- 
duce many diseases and reflex disorders, 
and that the cure of same are dependent 
chiefly upon the permanent correction of 
the sigmoid. 

3.—That the cure of a prolapsed sigmoid 
is solely dependent upon skilful osteopathic 
adjustment of both the sigmoid and its 
causative bony lesion. 


476 CLINTON AVE. 


AIR-BORNE INFECTIONS—WEBSTER 


Journal A. O. A., 
September, 1918 


Mechanism for Immunity for 
Air-Borne Infections 
G. W. Wersster, D. O., Carthage, N. Y. 


(Read before the Eye, Ear, Nose and Throat Section at A. O. A. Convention, 
Eoston, July 3, 1918.) 


 geenpdld is the ability of an organ- 
ism to successfully resist the action of 
agents of infection. It is a manifesta- 
tion of the adaptive defensive mechanism 
of our bodies. It makes life tolerable un- 
der conditions and in environments where, 
were it not for this adaptive defensive 
mechanism, life could not exist. 


The minute mechanism of immunity in- 
volving the bio-chemical changes in the 
cells and fluids of the body has yielded sev- 
eral theories, including the side-chain the- 
ory of Erlich and the physico-chemical con- 
ception of the reactions as advanced by 
Bordet. 


The organs that evidence seems to point 
toward as being important in contributing 
to the quality of immunity are, the lymphat- 
ic system, the spleen and the bone marrow. 
Much experimental work has been done 
and more yet must be done before the part 
played by the various cells and organs is 
definitely determined. 


The purpose of this paper is to gpresent 
not so much the physico-chemical factors 
in immunity, but rather the factors that 
need to be considered from the structural 
viewpoint as being important in the mech- 
anism concerned in the production of an 
immunity, particularly immunity to such 
infections as may be air-borne. 


Air-borne infections gain entrance to the 
body by way of the respiratory tract. The 
infecting agent may be a bacteria, a yeast, 
a mould or a foreign protein. The bacteria 
are the chief offenders. ‘These are borne 
upon the dust in the air and are drawn into 
the nostrils, first being sifted through the 
hairs at the entrance to the nasal passage. 


The direction of the ingoing current of 
air normally is inward and upward. Un- 
der normal conditions the turbinates direct 
the course of the air stream and in the ed- 


dies of air the bacteria being the heavier 
are centrifugated into the recesses about 
the turbinates and particularly about the 
superior turbinates. The air during exha- 
lation passes straight forward, evidently 
but little disturbed in its outward course 
by the position of the turbinates. 

My attention was first directed to the im- 
portance of the nasal chambers as afford- 
ing the field wherein was exercised the first 
step in the immunization process against 
such infectious invasions by reading of the 
experiments of Padget. (Medical Record, 
Feb. 16, 1915.) His experiments were 
with miners affected with miner’s tubercu- 
losis. By dilatation of the anterior nares 
and the insufflation of dried tubercular ba- 
cilli, he claimed to be able to inaugurate a 
reaction which rendered the patient im- 
mune to further inroads of the disease. 
Since that time I have been particularly in- 
terested in collecting whatever literature 
might have a bearing upon the subject, and 
have been able to turn the findings to prac- 
tical ends. 

The improvement observable in so many 
ways after the normalization of the nasal 
passages by intra nasal technique is an evi- 
dence that often the general resistance of 
the patient has been thereby raised. This 
I believe is on account of the relief obtained 
from the systemic influence of all manner 
of air-borne bacteria as well as the irri- 
tating foreign proteins of pollen, dander, 
etc., which are the exciting cause for the 
reaction we recognize as hay fever. Due 
credit must be given Dr. Edwards and Dr. 
Deason and others for their researches, 
which have included something in this di- 
rection as well as directly in hay fever. My 
observations and study have led me to the 
conclusion that in the upper nasal passage, 
particularly that supplied by the olfactory 
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nerve is the scene of such elementary bio- 
logical processes as render the body im- 
mune to many, if not all infections enter- 
ing the body by way of the air current. 


When the upper air passages are narrow, 
closed or clogged, this primary defensive 
mechanism is seriously impaired. Instinc- 
tively any strange odor is drawn high in 
the nasal passages for the detection or en- 
joyment of the odor but primarily I be- 
lieve so that the immunization process 
against any phylactic demanding agent may 
at once begin. If the offending bacteria, 
dust or irritant is odorless and from that 
source there is no stimulus to the con- 
sciousness for it to be deliberately drawn 
high in the nose; then in the swirls of air 
taken during ordinary respiration there is 
a settling chamber in the incoming air 
stream for these invaders with the soft 
palate as the catch basin. The irritant of 
whatever nature resting in the recesses 
about the lower turbinates or upon the soft 
palate stimulates a sneeze. ‘This at the 
same time accomplishes two important 
things in the mechanism of defense. The 
sneeze catapults the irritant into the upper 
nares, the force of the air current dilating 
the upper passages, if it is not already open 
(this is wherein a sneeze is popularly 
spoken of as blowing the top of the head 
off) and at the same time the increased 
venous blood pressure in the head accom- 
panying the sneeze dilates the venous ca- 
pillaries producing a momentary hyper- 
emia. This provides immediately the nec- 
essary elements by way of the blood and 
lymph stream to reinforce the chemical ele- 
ments in the defense. 


This first defensive act is probably one 
of digestion of the bacteria or foreign pro- 
tein that lodge upon the barrier membrane, 
the mucous lining of the upper nasal pass- 
age. The functions of this mucous mem- 
brane are several, including the housing of 
end organs for the olfactory nerve, pro- 
tection, secretion, digestion and the most 
important function of absorption of such 
of the products of bacterial digestion as 
will by their liberation in the lymph stream 
inaugurate such physico-chemical changes 
in the movable and fixed cells of the body 
and body fluids as to render further devel- 
opment of the invader harmless. It is 
quite probable that the digestion of the bac- 
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teria that find lodgment on the nasal mu- 
cosa releases first an antigen in the form 
of a soluble protein or formed elements 
and that the absorption of these and their 
transportation by the lymph and blood to 
other parts of the body stimulates all 
parts to participate in the physico- 
chemical reactions that will render ac- 
tual passage of the barrier membrane 
by the bacteria in numbers harmless 


to the organism as a whole. If the bacteria 
gain admission to the lymph spaces beneath 
the barrier membrane without the antigen 
alarm having been sounded, then the bac- 
teria present a surprise attack for which 
the organism is not prepared. 


Effect of Structural Restrictions 


In all cases of tuberculosis, recurrent 
colds, chronic catarrh, susceptibility to la 
grippe as well as hay fever that have come 
under my examination I have found struc- 
tural restrictions of varying degree inter- 
fering with the freedom of the circulation 
of the air currents in the upper air pass- 
ages. 

This is probably why in hay fever the 
persistent sneezing is nature’s effort to di- 
late the upper air passage so that the pollen 
may be forced to the spot where digestion 
of the pollen in the membrane will result 
in the absorption of such soluble protein 
as may constitute the antigen which in turn 
renders the body immune to that particular 
protein. The intra-nasal work is ineffec- 
tive unless it includes directly or indirectly 
the freeing of the upper nares so that this 
immunizing process can be carried on at 
all times as nature intended. 

The suppression of a suboxidation aci- 
dosis appears to be an important factor in 
keeping the membrane normal so that it 
can perform its function of breaking down 
by a digestive process such foreign proteins 
as are deposited thereon from the air 
stream. 

This is merely to emphasize the impor- 
tance of the upper air passage in all cases 
of lowered resistance to any air-borne in- 
fections. It has its application to tubercu- 
losis, to influenza, to catarrh, to infantile 
paralysis and many other diseases whose 
means of entry to the body according to 
our best information may be by way of the 
air stream. 
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HE fact that impaired hearing due to 
affections of the auditory nerve have 
been considered incurable is not suffi- 
cient reason for our neglecting to study it. 
From a study of my case reports of 1915, 
in partial deafness, it was found that in 22 
per cent of 75 cases examined there had 
been some improvement. ‘This was inter- 
esting as only 42 of these cases had been 
treated, thus showing some improvement in 
50 per cent. The improvement was consid- 
ered to be due to the successful treatment of 
an associated catarrhal affection rather than 
any definite improvement of the nerve 
mechanism, as I had accepted the common 
belief that nerve deafness could not be suc- 
cessfully treated. (See report in A. O. A. 
JOURNAL, January, 1916, pages 221-223.) 
From these results I resolved to study 
such cases more carefully and the reports 
of the cases treated during 1916 showed 
that in 101 cases there had been a definite 
improvement in more than 50 per cent. 


During the past year 1917, 96 cases have 
been treated with definite improvement in 
60 per cent, 80 per cent of all cases being 
accepted for treatment. This increased per- 
centage is probably due to the fact that a 
more definite system of differential diagno- 
sis has been developed, making the selection 
of treatable cases possible, and also to an 
increased efficiency in methods of treat- 
ment. 


For the purposes of developing a system 
of differential diagnosis which would make 
the proper selection of cases for treatment 
possible, and for the development of meth- 
ods and technique in treatment, it is essen- 
tial to have some kind of classification of 
such affections and their probable causes. 

The term “Nerve Deafness” in itself is 
even more indefinite than the term “Catarrhal 
Deafness,” which may mean any pathologic 
state of the auditory mechanism from an in- 
flammation of any part of the naso-pharyn- 


*Publication of this series of papers has been 
interrupted by the manuscripts having been lost 
in the mails. 


Nerve Deafness’ 


J. Deason, M. §S., D. O., Chicago, Il. 


geal tract, which indirectly impairs the 
function of hearing, to a chronic pathology 
of the tympanic structures and the diagno- 
sis, prognosis and treatment varies in the 
same proportion. 


The term “Nerve Deafness” may be ap- 
plied to any pathologic state of any part of 
the labyrinthine structures, the auditory 
nerve or any of its parts, other sensory 
nerves which are indirectly associated with 
audition or to the auditory centers in th 
brain. 


For the sake of clearness in this paper the 
term “Nerve Deafness” will be confined to 
pathology, structural or functional, of the 
auditory nerve, its terminal branches and 
their end organs and to other sensory nerves 
and their ganglia which may be associated 
with audition. 


First let us consider two distinct types of 
nerve deafness, namely, nerve degeneration 
and nerve inefficiency. The former consists 
of an actual degeneration of some part of 
the auditory nerve, a structural pathologic 
state, the progress of which might be ar- 
rested, but in most cases no marked im- 
provement can be had and permanent deaf- 
ness usually is the result. The pathology in 
nerve inefficiency is not a degeneration, but 
a deficient functioning of some part of the 
auditory mechanism, usually the cochlear 
structures, caused by a perverted physiolo- 
gic state or a functional pathology. 


Nerve degeneration may be divided, for 
clinical purposes, into those in which the 
cochlear division of the nerve only is in- 
volved, and those in which both the coch- 


lear and the vestibular portions are af- 
fected. 


In the former type there are symptoms of 
partial deafness with high pitched subjec- 
tive head noises described by the patient as 
sounding like bells, whistles, crickets, etc., 
and usually a variation in the hearing. In 
the latter type there are all of the symptoms 
of the first plus vertigo, nausea and some- 
times inability to stand, or weak and vomit- 
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ing. The tuning fork tests will be given 
later. 

The prognosis is much more favorable in 
the former than in the latter form. In the 
former type, hearing is nearly always re- 
stored as soon as the patient recovers from 
the systemic toxemia, but in the latter, be- 
cause the intralabyrinthine portion of the 
nerve is involved, the pathology may extend 
to and involve the cell bodies and permanent 
deafness may result. This latter form is 
one of the most common causes of deaf 
mutism occurring from infectious diseases 
in childhood. 

Degenerations of the end organs of the 
acoustic nerve and other structures of the 
labyrinth may result from a progressive pa- 
thology of the acoustic nerve or from cer- 
tain systemic infections such as nephritis, 
tuberculosis, syphilic, arteriosclerosis, or 
from the extension of middle ear suppura- 
tions to the labyrinth. The pathology is 
usually progressive and the function of 
hearing usually continues to decrease re- 
gardless of any method of therapy now 
known. 

The symptoms differ from those of nerve 
degeneration as follows: Deafness _pro- 
gresses slowly, while in acoustic neuritis! 
the deafness is sudden and very marked. In 
acoustic neuritis the hearing slowly returns, 
while in this disease it steadily grows worse. 

The subjective head noises are high in 
pitch and variable as in nerve degeneration. 
There is one rather characteristic symptom, 
viz., the marked variation of the hearing at 
different times which is quite diagnostic. 
The constantly progressive deafness, the 
marked variation in hearing, and the tuning 
fork tests, to be given later, will usually 
serve to differentiate these diseases. 

Writers on inner ear disease have con- 
fined their explanations of nerve deficiency 
to a pathology of the eighth nerve or its end 
organs, and have assumed that there is a 
definite degeneration of these structures, but 
there are certain phenomena which seem to 
remain unexplained by this theory. 

Realizing, as I do, that the theories here 
presented are certain to meet with criticism, 
especially from those not familiar with the 


1The term acoustic neuritis is carelessly used 
as meaning the early stages of auditory degener- 
ation. Many such cases belong in the classifica- 


tion of nerve deficiency. 
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osteopathic concept of the cause and treat- 
ment of disease, nothing will be assumed, 
but evidence will be offered for every state- 
ment made. 


Auditory Inefficiency Other Than 
Degeneration 

From the careful study of many cases in 
which the tuning fork measurement and 
other tests have shown that the partial deaf- 
ness was due in whole or in part, to auditory 
nerve or inner ear affections, the following 
evidence shows that the pathology could 
not have been a definite degeneration: 

1. Many such cases respond to treatment 
in a time far too short to be explained by 
nerve regeneration, even if such could be 
accomplished. 

2. If the favorable results which have 
been obtained from the treatment of such 
cases were explained by arrest of the 
degenerative process, it would only be ex- 
pected that an arrest of the progressiveness 
of the deafness would be accomplished, but 
in many such cases there has been a definite, 
measurable improvement in the function of 
hearing. 

3. That the improvement in such cases 
could not be attributed to an improvement 
of an associated middle ear affection, there 
is the evidence of a definitely measured in- 
crease in auditory nerve force. ‘The in- 
crease in bone conduction following treat- 
ment could not be explained by assuming 
that it was due to improvement of middle 
ear structures because any such improve- 
ment would decrease bone conduction. 

4. That such measured increase in nerve 
force is not likely due to careless methods 
of measurement or a personal variation on 
the part of the examiner, there is the fact 
that the patients and their associates have 
observed a positive improvement in their 
hearing. 

5. That such improvement could not be 
due to an accidental or seasonal variation, 
or to psychic factors, there is the fact that 
most of these cases continue to improve long 
after treatment has been discontinued. 

A study of the case records of 300 cases 
of partial deafness treated during the past 
year shows a marked variation in the diag- 
nosis as. compared with that of former 
years. This is because I have been attempt- 


the 
logy 
gno- 
| the 
ap- 
rt of 
tory 
sory 
with 
the 
‘ the 
d to 
the 
and 
rves 
ated 
s of 
tion 
sists 
of 
ar- 
im- 
f- 
yin 
but 
the 
ear 
lo- 
for 
the 
in- 
ch- 
af- 
of 
ec- 
as 
pe... 
In 
ms 
1e- 
it~ 


16 NERVE .DEAFNESS—DEASON 


ing to measure the functions of the differ- 
ent parts of the hearing mechanism more 
accurately. The diseases are given in order 
of their frequency of occurrence. 


Per- Pe tof 


Names of Dis: ase N».Caes cent-  m’- rabe 


age im ‘vem't 
Tubal catarrh .........90 30 96 
Nerve deficiency ...... 72 24 64 
Chr. tymp. catarrh..... 66 22 30 
Tubal occlusion .......48 16 100 
Nerve degeneration ...24 8 2 
300 100 68 


This table does not include the cases of 
acute deafness. If these were added it 
would materially raise the average of im- 
provement because practically all cases of 
acute partial deafness can be quickly re- 
stored to normal. 


Other interesting facts concerning the re- 
lation of nerve involvement and chronic ca- 
tarrhal deafness were learned from the re- 
ports as follows: Nerve deficiency was found 
to be present in 3 per cent of the cases of 
tubal occlusion, 20 per cent of the cases of 
tubal catarrh and 80 per cent of the cases of 
chronic tympanic catarrh. Since these are 
the three stages of progress in catarrhal 
deafness it will be seen that nerve involve- 
ment seems to increase with the tympanic 
pathology. It is also interesting to note that 
in thirteen of the cases of chronic tympanic 
catarrh in which there was no measurable 
nerve deficiency there was marked improve- 
ment in nine cases, or 77 per cent. 


Age is not a determining factor in nerve 
deafness. ‘The following table shows the 
average age and the age limits of the pa- 
tients from which the summary given above 
was prepared. 

Lowest Highest 


Av. Age. Age. Age. 
Tubal catarrh ..... 43.33 20 62 
Nerve deficiency . ..43.8 9 15 
Chr. tymp. catarrh.40 8 72 
Tubal occlusion . . ..31 8 57 
Nerve degeneration 57.8 33 80 


From this summary certain interesting 
facts may be noted as follows: 1. That tubal 
catarrh and nerve deficiency occur at about 
the same average age. The age, therefore, 
is certainly not an essential factor in nerve 
deficiency. 2. The age does seem to be an 


Journal A. O. A,, 

September, 
important factor in nerve degeneration. 
Since there is an average of about fifteen 
years difference between nerve deficiency 
and nerve degeneration, the latter could 
scarcely be considered a further progress of 
the former. 3. It is claimed by certain med- 
ical authorities that normal bone conduction 
is decreased after the fortieth year and 
therefore tuning fork tests are less reliable. 
We have not, as yet, collected measurements 
of enough normal cases to state definitely, 
but believe this age is far too low. The re- 
sults so far show that in measuring nerve 
force it is safe to deduct about 5 per cent 
for each five years after the age of 55 or 60. 
Comparing this result with those cases of 
chronic tympanic catarrh in which there 
was nerve involvement (in which there was 
improvement in only 20 per cent) a wide 
difference is seen. This relation of nerve 
involvement to the prognosis has also been 
observed in tubal catarrh, and from these 
facts we may conclude that a definite prog- 
nosis in catarrhal deafness cannot be made 
without knowing the amount of retained 
nerve function. 


A simple experiment will show that total 
deafness is never caused by pathology, no 
difference how great, confined to the con- 
duction mechanism of hearing. Strike a 
tuning fork (any fork above 64) and hold 
to the chonca. Now close the external mea- 
tus mouth and nares. The fork will still be 
heard. Repeat this test, listening to the 
street noises. This shows that much sound 
reaches the cochlea by some means other 
than the conduction mechanism. 


From all of this evidence I have concluded 
that extreme deafness is probably never 
caused by pathology of the conduction 
mechanism only, but that in all such cases 
there is an additional pathology of the nerve 
mechanism, and that in most cases this must 
be successfully treated in order to mate- 
rially improve the hearing. This explains 
the greater efficiency of osteopathic methods 
in such cases. 


If the results of diagnosis as shown in 
the above table are correct it suggests that 
we have been treating many cases as catar- 
rhal deafness when they should have been 
named and treated as cases of nerve defi- 
ciency. Possibly a search for some cause of 
the nerve involvement may have assisted in 
the treatment. 
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Diagnosis of Impaired Function 

Specific diagnosis of impaired function of 
an organ depends upon the measurement of 
the amount of retained function and the de- 
termination of the cause and nature of the 
deficiency. 

“We owe all of our progress in science to 
those who have endeavored to find out how 
much there is of anything.”—Lord Kelvin. 

“One’s knowledge of science begins when 
he can measure what he is speaking about 
and express it in numbers.”—Maxwell. 

The diagnosis of nerve deafness depends 
wholly upon the measurement of the re- 
tained function of the nerve mechanism con- 
cerned in audition and the underlying causes 
of the deficiency of nerve function. It has 
been my experience that the various qualita- 
tive tests for hearing as described in the 
texts are of little definite value and I seldom 
employ them. 

With a good set of tuning forks and a 
knowledge of the physics of acoustics and 
the physiology of hearing, it is possible to 
make a rather definite measurement of the 
functions of the various parts of the hearing 
mechanism. ‘The requirements are a good 
set of tuning forks, free from overtones, 
that has been thoroughly standardized, that 
is, the time of bone and air conduction for 
the normal ear known. 

1. Normal Hearing. ‘The normal time 
rate in seconds of my set of forks is as fol- 
lows: 


Fork .. ...32 64 128 512 2048 4096 
25 30 30 20 10 
ee tone70 90 90 40 20 


The tuning fork test carefuly made is the 
only known method of measuring the func- 
tions of the various structures concerned in 
audition. 

The whisper test is made by producing a 
clear whisper from residual air only, which 
should be heard about twenty feet by a nor- 
mal ear. 

The watch test is made by using some 
loud ticking watch (I prefer an Ingersoll), 
holding it first near the ear until the patient 
recognizes the tone, and then taking it be- 
yond the hearing distance and approaching 
the ear until it is heard. I prefer also to 
move away from the ear until the limit is 
reached and strike an average of this with 
the above results. The average eighteen 
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size Ingersoll watch can be heard for from 
100 to 150 inches by the normal ear. 

The practical test for the patient is his 
hearing for the spoken voice, and is the 
most reliable so far as permanent results are 
concerned. 

2. Low Tone Limit. The lowest limit of 
hearing is about sixteen double vibrations 
per second, but the lowest practical limit is 
about thirty-two. ‘There are few people 
with normal hearing and with musically 
trained ears who can recognize a definite 
tone lower than this, so I consider the thirty- 
two fork sufficiently low for all practical 
tests.2 

3. Conduction Deafness. Low tones are 
lost in tympanic involvement or conduction 
deafness, and are diagnostic in such cases, 
but are of no particular value in nerve deaf- 
ness except when that is complicated by ca- 
tarrhal deafness. 

4. Practical Hearing Limits. The hu- 
man voice varies from about 60 to 150 dou- 
ble variations per second, and most sounds 
that we really need to hear are less than 700 
vibrations per second. This is the reason 
for using the low forks 64, 128 and 512. 


5. Measurement of Nerve Force. To 
measure auditory nerve force, the fork (say 
the 128, whose normal B. C. is 30 seconds) is 
set into vibration and held gently and with 
even pressure against the mastoid and the 
patient is asked to tell or signal the doctor 
when he ceases to hear the tone. Two or 
more tests may be made to determine the 
patient’s personal equation, but the use of 
control forks (the 64 and 512) will show 
any such error. Granting that there is no 
complicating pathology, tympanic or laby- 
rinthine, the number of seconds of hearing 
over 30 will be the patient’s auditory nerve 
force. For example, if he hears the fork 30 
seconds his hearing will be 30-30 or normal. 
If his hearing is 25, 20, 15 or 10 seconds, 
his auditory nerve force will be respectively 
25-30, 20-30, 15-30 or 10-30. 

6. Nerve Deficiency. A study of our case 
reports shows that in 64 per cent of the 
cases in which the nerve force was 16-30 or 
higher (more than half) favorable results 


2In the chart T is used, meaning that tone is 
heard. Tone is usually absent in 7, 8 and 9, as 
well as in 10, because of complicating tympanic 
involvement. 
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were obtained, provided that there was no 
complicating labyrinthine affection. These 
cases have been classed as “nerve deficien- 
cy” and the pathology as functional. A fav- 
orable prognosis (64 per cent) may be of- 
fered. 


Example of tuning fork findings: 


Fork .. ...32 64 128 512 2048 4096 
| aa 18 20 20 20 10 
T 50 60 60 40 20 


In addition to the tuning fork findings the 
voice and watch test will be reduced to from 
one-tenth to two-thirds normal. The pa- 
tient often complains of itching. meati and 
dry nares. There are usually no signs or 
symptoms of labyrinthine affection. 

%. Auditory Degeneration. In those cases 
in which there is a measurable deficiency of 
nerve function of less than half the normal 
we have found that very few respond to 
treatment. (See table above.) The cause 
has therefore been attributed to a structural 
pathology and the condition called auditory 
degeneration. 


Example table: 


Fork .. ...32 64 128 512 2048 4096 
10-12 8 5 2 
S 20 2% 15 7 5 


There is usually very marked impairment 
of hearing for voice and all other sounds. 
The Ingersoll watch may be heard five or 
ten inches, but usually not at all, and the 
whispered voice heard only a few inches or 
not at all. There are nearly always signs 
and symptoms of labyrinthine deafness and 
evidence of tone islands. The deafness in 
these cases is usually progressive regardless 
of any treatment. 

In this disease there is nearly always an 
associated affection of the labyrinth as 
shown by the high forks. The fractions 
represented by the high forks will agree in 
proportion provided there is no labyrinthine 
involvement. (See No. 9 following.) 

8. Tone Islands. If certain of the low 
forks (from 64 to 512) or the high fork 
(2048 to 4096) differ materially from the 
average of the others, it indicates sectional 
degeneration in the cochlea. This variation 
is known as tone islands. 


Example chart. 


Forks ....32 64 128 512 2048 4096 
eae 25 20 30 10 10 
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Comparing with the normal table it will 
be seen that the 128 and 2048 forks are ma- 
terially off from the normal, thus indicating 
degeneration in the organ of corti involving 
the receptor endings corresponding to these 
tones. In some cases these tone islands may 
not materially interfere with the hearing of 
voice pitch.3 This explains why some par- 
tially deaf patients respond poorly to the 
various tests for hearing and yet seem to 
hear voice sounds fairly well. 


9. Labyrinthine Degeneration. ‘Tones high 
in frequency and pitch and short in ampli- 
tude may be transmitted to the cochlear end 
organs independent of the conductionmech- 
anism and forks producing such tones are 
therefore used for measuring functions of 
the labyrinth. Any marked variation from 
the normal or from the proportion of the 
low forks as shown by the high forks means 
labyrinthine affection and usually some defi- 
nite degeneration complicating nerve in- 
volvement. (See 7 above and 10 below. ) 


Example table: 


Forks ....32 64 128 512 2048 4096 
18 20 20 5 2 
T 50 60 60 6 2 


According to the reduction of the low 
forks the 2048 should be 14 B. C. and 28 


‘A. C., but the reduction here for both high 


forks is markedly reduced from the propor- 
tion, which indicates labyrinthine degenera- 
tion, or otosclerosis, in addition to nerve 
deficiency as shown by the low forks. It 
will be noted also that the bone-air ratio 
for the high forks is materially altered. This 
is the deciding point in the diagnosis be- 
cause this type of case cannot be benefited, 
while the one described above (No. 6) can 
nearly always be treated with some success. 

If the tuning fork findings or symptoms 
suggest disease of the labyrinth, the various 
tests such as the caloric test, the turning 
test, etc., should be tried to further deter- 
mine the nature and extent of the labyrin- 
thine pathology. 

10. Chronic Tympanic Catarrh4 Tym- 
panic pathology of any kind always in- 


3See No. 4 above. 

4For diagnosis and differentiation of the differ- 
ent types of catarrhal deafness see 1917 Year 
Book of the American Osteopathic Society of 
Opthalmology and Otolaryngology, also Bulletin 
No. 3 of the A. T. Still Research Institute. 
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creases bone conduction for all low forks 
and the air conduction for all low forks is 
correspondingly decreased. In chronic tym- 
panic catarrh or the third stage of catarrhal 
deafness, the bone-air ratio is inverted for 
the low forks because of the marked in- 
crease of bone conduction and the corre- 
sponding decrease in air conduction, but un- 
less there is some complicating nerve or 
labyrinthine affection the high tones are un- 
affected. (See 9 above.) 


Example table: 


Forks . ..32 64 128 512 2048 4096 
35 «45 20 10 
S 20 25 25 40 20 


The case records show, however, that this 
form of deafness is complicated by nerve in- 
volvement in 80 per cent of the cases, as is 
shown by the decrease from normal of the 
high forks. 


Example table: 


Forks .. ..32 64 128 512 2048 4096 
35 45 45 10 5 
nt 20 10 


In such cases the prognosis is very much 
less favorable. 


“41. General Sensory Deficiency. In af- 
fections of the general sensory nervous 
system, regardless of the cause, there is 
nearly always an associated deficiency of 
the nerves of special sense. Probably every 
one has observed that his hearing, sight and 
smell are all less acute after muscular fa- 
tigue, loss of sleep, etc. These sensations 
are always deficient following inebriation 
or the use of sedative, hypnotic and anes- 
thetic drugs. Autointoxication or systemic 
poisoning of any kind or deficient nutrition 
from any cause impairs the functions of the 
entire nervous system and dulls the special 
senses in proportion. 


The function of the general sensory sys- 
tem may be measured by the tuning fork 
test by setting the fork into vibration and 
holding its base against the sternum or the 
spine of the seventh cervical vertebra. The 
tone of the fork will be heard normally from 
two-thirds to three-fourths as long as by 
mastoid conduction, and the sternal vibra- 
tion sensation will last as long as the mas- 
toid conduction. In case of general sensory 
deficiency the time of sternal conduction 
will be reduced in proportion to the nerve 
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fatigue. Those who are affected by “‘ner- 
vousness” or hyperexcitability and who 
think their nerves are working overtime 
will be found to be deficient in nerve force 
by this test. 

In all cases of impaired hearing due to a 
deficiency of the auditory nerve force it is 
advisable to make the sternal test, because 
this may show some systemic cause to be re- 
sponsible rather than any immediate pathol- 
ogy of the auditory apparatus.5 

Since a condition of general sensory defi- 
ciency so often complicates the various 
forms of deafness described above, and 
since the cause of general sensory deficiency 
may usually be traced to some pathology 
structural or functional, caused in turn by 
interosseous or other osteopathic lesion, it 
is always essential to make a thorough phy- 
sical and physiological examination, look- 
ing especially for structural lesions.* 

By the term physiological examination is 
meant those tests such as urinalysis, blood 
count, etc., which may determine perver- 
sions of function not sufficiently great to 
be found by physical examination only. 

A study of osteopathic pathology will 
unquestionably lead to a wholly different 
concept of the cause and nature of many 
obscure physiological perversions now 
classed as idiopathic. The real cause will 
often be found to be a functional pathology 
caused in turn by a definite structural per- 
version—an osteopathic lesion. 

12. Differentiation — Conduction and 
Perception Deafness. Conduction deafness 
refers to some impairment of hearing caused 
by pathology of the conduction apparatus, 
and may be located in the external audi- 
tory canal or any part of the middle ear 
structures. 


There are certain signs and symptoms 
diagnostic of conduction deafness other 
than the measurement of the functions of 
the tympanic structures such as: 

I. Case history of pharyngitis, tonsilitis 
or other inflammatory affection of the nose 
or throat. 

II. Retracted, reddened, usually thick- 
ened and less movable ear drum. 

III. Occlusion or stenosis of Eustachian 
tube as determined by auscultophone. 


5In all complicated cases of deafness this test 
should be made. 
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IV. Adhesions in or about the fossae of 
Rosenmuller or Eustachian tube, or a patu- 
lous pharyngeal portion of the tube. 

V. Edwards’ test positive. 

VI. Hearing varies with weather changes. 

VII. Paracusis present in advanced 
stage. 

IX. Reflex of the tensor tympani absent 
in third stage. 

X. Loss of low tone limit and presbya- 
consia.6 

A comparison of the above with the signs 
and symptoms found in perception deafness 
shows the following variations: 

I. May be no case history of inflamma- 
tory affections of nose or throat, but prob- 
ably some history of toxin producing dis- 
ease such as typhoid, influenza, pneumonia 
or chronic gastrointestinal disease. 

II. The ear drum may be retracted, but 
is thin and transparent, and usually more 
movable than normal, often flaccid. 
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III. The Eustachian tube normal unless 
an associated catarrhal affection. 

IV. There are usually no adhesions in 
the epipharynx. 

V. Edwards’ test negative. 

VI. Hearing for telephone usually less 
good than for voice. 

VII. Hearing varies with fatigue but not 
with weather changes unless there is an as- 
sociated catarrhal affection. 

VIII. Paracusis not present unless asso- 
ciated with third stage of conduction deaf- 
ness. 

IX. Reflex of tensor normal unless drum 
flaccid.7 

X. Loss of high tone limit. 

It is always well to consider these as well 
as any other signs or symptoms, but a defi- 
nite differential diagnosis can be made only 
by means of the tuning fork measurements. 


GoppDARD BLpG. 


A Case of Amaurotic Family Idiocy 
Cured by Osteopathy 


Joun H. Battey, Ph. G., D. O., Philadelphia, Pa. ‘ 


(Read at the Twenty-second Annual Convention of the American Osteobathic As- 
sociation, Boston, Mass., July, 1918.) 


T happens in the daily life of every os- 
teopathic physician to have referred to 
him a case that has been in the care of 

many old school physicians, and has gone 
the rounds of many hospitals, supported by 
State aid (in which we are not welcome) 
with the statement that the patient has an 
incurable disease or that nothing else can 
be done, for the case is beyond medical aid. 
Such was this particular case. 

I know of no more fitting introductory to 
this case than to quote an article which ap- 
peared in the issue of March 22, 1917, of 
Life: 

“The strange case of Philomena Narducci 
was re-printed in full recently in two repu- 
table Philadelphia papers, the North Amer- 
ican and the Press. 

_ “At the end of seven months of a more 
or less eventful life Philomena was taken 
violently ill. She became totally blind, and 


6See No. 3 above. 


declared by physicians to be an imbecile. 
Dr. Rostow said she had spinal meningitis. 
Other doctors said she had other things. It 
was in this apparently hopeless condition 
that she was taken before Judge Raymond 
Mac Neille in order that she might be com- 
mitted to the institution for feeble minded. 
This Judge, however, was a peculiar person. 
He not only had a sense of justice, but in 
defiance of the whole orthodox medical pro- 
fession actually had the audacity to ask 
Philomena’s mother if she had ever tried 
esteopathy. Philomena’s mother had not. 
“Osteopathy it is,” said the Judge, and os- 
teopathy it was. Philomena was taken to 
Dr. John H. Bailey on Nov. 22, 1916, totally 
blind and unable to eat even semi-solid food. 
In February she was entirely well, being 
‘apparently as normal as a child of her age 
ought to be.’ 


_7See Fanser tympani reflex technique and sig- 
nificance in former paper of this series. 
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“What is to be done with osteopathy 
when in defiance of the regular doctors it 
establishes a record of such authenticated 
cases as Philomena’s? It seems to be a fact 
that osteopathy cures where medicine fails.” 

Amaurotic family idiocy is the name giv- 
en by Sachs, of New York, to a very pecu- 
liar disease of infancy, first described by 
Warren Tay in 1881. It is characterized by 
an impairment of the muscle functions, vo- 
litional movements being at first difficult and 
later impossible, the changes being of a pro- 
gressive type. Defective vision and mental 
dulness appearing in a normal child are 
among the early signs. The disease pro- 
gresses to complete idiocy and blindness. 

Etiology: The etiology of this form of 
idiocy is unknown. Different children in 
the family may be affected. The disease, 
together with many others, whose origin is 
not understood, has been attributed to syph- 
ilis and alcohol. The pathologic findings 
prove the disease to be due to a toxemia 
which slowly but persistently attacks and 
entirely destroys, through degenerative pro- 
cesses, whatever is vital in the entire ner- 
vous system. 

Pathology: Consistence is again shown 
in the lesions of the disease which, wherever 
present, are invariably the same. Hirch’s 
early findings have been corroborated by 
many others, showing that there is a degen- 
eration of the ganglion by many cells 
throughout the nervous system. If we are 
to believe these investigations, there is not a 
normal cell left either in the cortex or the 
gray matter of the cord. The cell proto- 
plasm undergoes degeneration, the nucleus 
is demonstrable with difficulty and becomes 
a part of the degenerated cell. Later 
changes cause an entire loss of cell structure 
and render it difficult to determine the cell 
contour. The ganglion cells of the retina 
and the fiber of the optic nerves and tracts 
are degenerated, this fact accounting for 
the blindness. Degeneration of the white 
fibers of the anterior and lateral pyramidal 
tracts have beeen described by Shaffer. 
Sachs is of the opinion that these are sec- 
ondary changes. The thoracic and abdom- 
inal viscera show no specific lesions. 

Symptoms: The history is usually that of 
a child born well and who remained in a 
normal condition until it was 5 or 6, or per- 
haps 9 months old. 


It then became inac- 
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tive, listless, and failed to follow objects or 
persons with the eyes. In all probability the 
sight is impaired much earlier than is sup- 
posed. A marked degree of visual impair- 
ment as well as mental apathy will pass un- 
observed in many of the homes of the class 
who supply the amaurotic idiot. ‘The eyes 
assume a peculiar fixed stare fairly early in 
the disease, not unlike that of the later stage 
of meningitis. The child not only shows 
apathy and indifference, but is soon unable 
to sit up or support the head, which falls in 
any direction, in response to the force of 
gravity. As the case progresses the patient 
loses all power—even the power of chang- 
ing the position of a limb. With the mental, 
visual and muscle impairment there is inva- 
riably progressive emaciation. Convulsions 
and nystagmus may be present, but are not 
characteristic symptoms. Fairly early in 
the disease there is an unusual susceptibility 
tc sound; clapping the hands or any incon- 
siderable noise causes the child to start 
violently. The reflexes vary at different 
periods and are variable and unreliable. 
Toward the end the respiration becomes 
very superficial, swallowing is impossible, 
and the child must be fed by gavage. When 
death occurs, the child presents the picture 
of marked inanition. 


Course and Prognosis: The onset of the 
disease is very gradual. Its course is slow, 
with the evidence of progressive degenera- 
tion. The outcome is invariably fatal. The 
onset, course and termination are alike even 
to the time required for the disease to run 
its course. There is almost a mathematical 
succession of events. Up to this time the 
cases were hopeless, the patients always 
succumbing within two years and often 
much sooner. 


Diagnosis : The disease is sometimes mis- 
taken for meningitis. Other cases have 
been mistaken for those of birth-palsy. 


Kerley’s Practice of Pediatrics states: 
“Treatment is of no avail. Our best efforts 
for these patients are to be exerted in 
maintaining nutrition and in ministering to 
their comfort.” Here is also a quotation 
from Scheiffield’s Diseases of Children: 
“As compared with the different varieties 
of idiocy, intelligence is least allotted to am- 
auroitc idiot. Deprived of sight and hear- 
ing, limp and languid as a result of the ever 
increasing atony of musculature, the help- 
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less creature gradually loses all its senses, 
and, fortunately, also its life.” 


Record of Case 

Date: Nov. 27, 1916. 

Name: Philomena Narducci. 

Age: Twenty months. 

Family History: Mother, Nellie Narduc- 
ci, age 25 years. Father, Michael Narducci, 
age 28 years. 

Both parents living and in good health. 
Three other children; two boys, ages 7 and 
5 respectively; one girl, 6 months of age. 
All other children in normal health. Mother 
had one miscarriage, four months; this was 
before first child was born. 

Personal and Present History of Patient: 
Normal birth. No physician was present 
at time of birth and cord was not cut until 
one-half hour after birth. Dr. Goldsmith, 
of Southern Dispensary, attended the moth- 
er, also visiting nurse from Thirteenth and 
Lombard streets came for ten days. Eyes 
of infant were normal, and no drops of ar- 
gyrol or silver nitrate were used. Mother 
nursed the child for seven months, then her 
milk seemed to be insufficient for the child’s 
nourishment, therefore it was put on the 
bottle. First it was fed barley water and 
then plain milk until ten months of age, 
when it became sick. 

Up to this time the child had apparently 
been normal in every respect; would sit up 
and try to walk from chair to chair, and 
had normal sight. When the child was ten 
months of age she swallowed a piece of 
black dyed goods about three inches long, 
and two smaller pieces. The mother im- 
mediately gave her a dose of castor oil, and 
the goods passed through the bowel move- 
ments. Two days after this the child de- 
veloped a fever. A physician was called in 
and said it was only teething. (No signs 
of teeth had showed up to this time.) The 
child did not show any sign of improvement 
in two weeks. It still had fever, and the 
mother called in a physician from the dis- 
pensary, 619 Addison street. He called for 
three days. The diagnosis was spinal men- 
ingitis and pneumonia. 

The mother took the child to the dispen- 
sary for fully a month. There was no 
change in the condition, so the physician 
now felt that the case was beyond his know- 
ledge, and gave the mother a letter and sent 
her to the Pennsylvania Hospital, surgical 
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department, for an examination of the ear, 
nose and throat. A visiting nurse went with 
the mother to the hospital. The physician 
there told the mother that there were no 
signs that the baby needed surgical atten- 
tion, it was purely a medical case. Three 
days later the mother took the child to the 
medical department. Now the child was 
again taken to the dispensary. ‘The child 
did not seem to obtain any relief and the 
mother took her to the Children’s Hospital 
Dispensary, 22d and Bainbridge streets, in 
February, 1916. The stools were very green 
and the child would lie in the coach, crying 
and moaning all day and night. 

It was noticed, when the child was first 
brought to the Children’s Hospital, that it 
could not see, so the mother was told that 
the child should be admitted immediately, 
as it was rapidly losing its sight. The phy- 
sician at the Children’s Hospital Dispensary 
claimed that the child must have had con- 
vulsions previous to this time, but the moth- 
er said that she had never noticed any. That 
same day, after leaving the hospital, the 
baby took its first convulsion, Feb. 8 (that 
is, the first convulsion that the mother had 
noticed). From now on the baby had an 
average of six to ten convulsions a day up 
until June. Convulsions were described as 
first starting with moaning, jumping of 
hands and feet, turning up of eyes and hold- 
ing of breath, then the child would give a 
sigh and regain consciousness. Uncon- 
sciousness usually lasted from ten to twenty 
minutes. 

The child was admitted to the Children’s 
Hospital on Feb. 25, 1916, and discharged 
from this institution five weeks later, the 
physician telling the mother that her child 
was feeble minded, an idiot, totally blind, 
and that she should be placed in an institu- 
tion; also that the mother should see a so- 
cial service nurse and have the child placed 
away at once. The mother took the child 
home. She saw the social service workers 
and told them what the hospital physician 
had said. The mother went to the House of 
Detention (a department of the Municipal 
Court), April 3, 1916, and filed a petition to 
have the child placed in an institution for 
feeble-minded children. 

The mother then met a Miss Brophy, a 
probation officer covering the district in 
which Mrs. Narducci lives, who said that 

(Continued on page following editorial.) 
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This Osteopathic Service Flag was dedicated with impressive 
ceremony at the Annual Convention of the A. O. A. 
in Boston. Since then many members of the 
profession have joined the colors. 
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EDITORIAL 
LEGISLATIVE PROGRESS 

As this issue of the JouRNAL goes to 
press Dr. George W. Riley, chairman of 
the A. O. A. Bureau of Legislation, sends 
for publication the important announcement 
that an osteopathic bill corresponding to 
the one that has been before the House of 
Representatives for several months, was 
introduced in the Senate on Sept. 6 by Sen- 
ator W. P. Dillingham, of Vermont. The 
bill is known as Senate 4914, and has been 
referred to the Military Affairs Committee. 

Senator Dillingham aided in passing in 
Vermont the first osteopathic bill granting 
State rights to the profession, and his 
friendly offices in behalf of the bill at Wash- 
ington gives a new and hopeful aspect to 
the whole matter of national legislation in 
which all osteopaths are interested. This 
development has a particular significance in 
view of the letter just sent out to the pro- 
fession by Dr. Riley for the Bureau of 
Legislation, which outlines a plan of action 
that has met with gratifying success where 
put into operation, and which merits the 
hearty support of all members of the pro- 
fession. The introduction of the bill in 
the Senate offers an additional reason for 
the widest co-operation in the campaign to 
bring about favorable action by the legisla- 
tors at Washington. 


It will now be in order to appeal to the 
interest of Senators at Washington as well 
as Congressmen, and every osteopath is 
urged to consider the need of a personal de- 
votion to the success of the campaign inau- 
gurated by our Bureau of National “Legis- 
lation. 


FOR OSTEOPATHIC RECOGNITION 


Readers of the JourNaL will recall that 
among the interesting addresses at the re- 
cent A. O. A. convention in Boston was a 
talk by Joe Mitchell Chapple, editor of the 
National Magazine, who was just home 
from France and who gave a graphic ac- 
count of his experience which brought him 
in intimate touch with the men on the firing 
line. Mr. Chapple expressed surprise to 
learn that our boys in the trenches, of whose 
need of osteopathy he had personal know- 
ledge, were not permitted to benefit from 
the ministrations of osteopathic physicians. 
He was so impressed with what osteopathy 
could do in the present war that he an- 
nounced that he would, in justice to the 
men who could benefit from the treatment, 
devote considerable space in the September 
number of the National Magazine to an ap- 
peal for osteopathic recognition for medical 
war service. 

It appears, from the advance proofs of 
what Mr. Chapple has written that he has 
most admirably fulfilled his promise. His 
article will undoubtedly have a telling ef- 
fect. It is probably the most impressively 
stirring document from the viewpoint of 
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the layman ever produced and will justify 
the widest distribution by the profession. 
The September number of the National 
Magazine contains also an excellent article 
by Dr. R. Kendrick Smith, of Boston, about 
the Boston convention and the significance 
of osteopathy for war service and the possi- 
bilities of its constructive relation to the 
cure of defective children. 


SERVICE 


One of the strong words of our lan- 
guage is “Service.” It has a deeper mean- 
ing today than ever before in the memory 
of any of us. To us, because we Ameri- 
cans with 5,000,000 of our best under arms 
and the entire loyal population enlisted ; to 
us because we represent a minor school of 
medicine, highly approved and appreciated 
by the civil population, but denied by fiat 
of medical bureaucracy the right to be use- 
ful to the Army; to us because we are men 
and women who are conscious of our pow- 
er and are moved by a sense of duty to use 
it, the word “Service” now means some- 
thing. 

Just now patriotism is ahead of any other 
temporary consideration. ‘To win the war 
is the first duty of all. There are hun- 
dreds of ways in which each one can con- 
tribute to this end. The sum total of the 
attitude of our hundred million is America 
in this world war. Each of us is, or should 
be, a leader of thought, a molder of senti- 
ment, in his community, hence we have an 
influence and consequently a responsibility 
far beyond the average citizen. We hope 
every one of us is using that influence for 
the best. 

The next few weeks will offer unusual 
opportunities. The largest Liberty Loan 
yet floated will soon be offered. Not alone 
the resources but the patriotism—the spirit 
of service—of America before the world is 
to be tested. Most gratifying was the sum 
total subscribed to former Liberty Loans 
by the profession, as shown by the replies 
to the questionnaire sent out a few 
‘months ago by Dr. Riley, then president of 
the A. O. A., and no less satisfactory was 
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the forecast for a big subscription by the 
profession to this new loan. All of this is 
good so far as it goes, but our influence can 
count for much in creating an enthusiasm 
for this loan within our circle of friends 
and clientele. And the creating of this en- 
thusiasm is manifestly our duty. Many of 
us will have the opportunity to join the 
four-minute men, or to become members of 
teams to canvas for the loan and in other 
ways to make our position in the commu- 
nity count. The profession has a great op- 
portunity open to it now, and we urge all 
to make the most of it. In this way, no 
less than in a therapeutic sense, can we 
justify the classification Gen. Crowder has 
given us as a useful occupation to the Gov- 
ernment in time of war. 

But there is another—a more limited and 
a more personal—service we must render. 
That is suggested by our service flag. The 
number shown by the photograph of the 
flag made up two months ago for the Bos- 
ton meeting does not represent the total 
number of physicians and students now in 
the service, which perhaps reaches 500. 
We have a peculiar duty to them. The 
Government has not placed them, accord. 
ing to the terms of the selective draft, 
where they can serve best. The Medical 
Bureau is not abreast of other Army activ- 
ities in using men according to their fit- 
ness. The call is constantly going out for 
specialists, for highly skilled men, along 
certain definite lines, and the call is being 
responded to, but in spite of drafting phy- 
sicians of the schools approved by the Sur- 
geon General the offers for service of this 
class approved of by the people in every 
State are persistently rejected by the Army 
Medical Department. 

In doing our duty to these men _ for 
whom stars have been placed on our flag, 
we shall not be guilty of embarrassing the 
Government in any selfish efforts. Selfish- 
ness and service do not mix. We are going 
tc use all rightful means to convince the 
Government that the people. who know 
what it is, are better judges than is Gen. 
Gorgas of the value of osteopathy to the 
Army. That is the whole question—is 
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Gen. Gorgas in a position to decide on its 
merits the value of osteopathy, or has he 
decided from the bias of a medical man, all 
unconscious of the fact that some good 
may originate and develop outside of “reg- 
ular medicine.” 

So long as osteopathic physicians can fit 
in and become a constituent part of the 
medical organization as it exists and re- 
quire no new machinery of the Surgeon 
General, the people have a right to be heard 
on what they believe is the best in medical 
attention for their sons in the Army ser- 
vice. It is as unreasonable to say that the 
people who have given their pride to the 
Army have no right to interest themselves 
in the character of food or quantity of 
clothing as to say that if they know some 
system of treatment is useful that they 
should not demand that it be made use of. 
And knowing more about the effectiveness 
of this treatment than the people do. it is 
right for us to exert ourselves to have it 
made available for the Army. Hence our 
campaign to let the people know that if 
they want osteopathy provided for the men 
in the Army they must take up the fight. 

Congress does not care to know that os- 
teopathic physicians think H. R. 5407 or 
Senate 4914 should be enacted, but Con- 
gress will give heed to persistent demands 
from the people for this measure. The de- 
mand must be persistent, sustained and 
from the entire country, or the opposition 
of the Surgeon General cannot be over- 
come. In urging the people to keep up this 
demand we are assured that we are render- 
ing our 5,000,000 fighting men a real ser- 
vice. We can rise above the matter of 
“recognition” of our school of practice and 
forget that the question is involved. The 
proposition we press is that we have some- 
thing in therapeutics which the men in the 
hospitals and in active duty need, and 
which cannot be supplied them unless Con- 
gress acts, seeing that Gen. Gorgas persists 
in refusal to use them. The righteousness 
of our fight here cannot be questioned if 
made along the right lines. 

Again there is a service each osteopathic 
physician owes every one of these men who 
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are in the service and those who will be 
called. We and they were members of the 
same profession. We had chosen this as 
our field of usefulness and as our means of 
making a useful contribution to humanity. 
A year or two ago we stood side by side 
pledged to its advancement. America 
arouses to its duty to make the world a safe 
and decent place in which to live, and by 
the turn of chance, or the circumstance of 
age or sex, some are chosen, others are left. 
Is our fellowship, our comradeship, our 
niutual interest to end there? 

Those who go, face the cannon’s mouth, 
the sputter of the deadly machine gun and 
the bursting of the dreaded shrapnel, and 
forego all the anticipated satisfaction and 
financial returns from the practice of the 
profession for which they had fitted them- 
selves. We who are left behind enjoy ours 
without interruption, and go on building up 
a clientele from which we will continue to 
reap rewards. Is not the most we can do 
all too little? The profession at Boston (if 
we may revert to that meeting) seemed to 
get this viewpoint, and like true leaven it 
leavened the whole lump. If five or six 
thousand of us could have been there it 
would have been worth millions to the cause 
of osteopathy ! 

When we get that viewpoint how mean 
it makes us feel that we can’t share more 
cauably with our brothers overseas! What 
is $5 or $10 a year for those of us who are 
here to pay in behalf of bringing about jus- 
tice for those who are going over—not to 
speak of giving them the chance to serve 
thousands of others. And yet a few mem- 
bers—men and women—have written that 
since a minority part of the members voted 
an increase of dues they will have nothing 
to do with it. 

These are no ordinary times. Those 
who object apparently can’t see anything 
but the $5 additional they are asked to pay. 
They can’t see the service they should ren- 
der 5,000,000 men in arms, or the service 
they owe the 500 to 1,000 of their own 
ranks, disfranchised as physicians, and they 
fail to see the duty they owe the public at 
home to educate them in order that our 
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brothers when they return may find a bet- 
ter field for practice. 

- Let it be stated again that every penny 
of the $5 increase in dues and of the $25 
contributions will go to this fight at Wash- 
ington if it is needed. and every penny not 
required for this will go to other public af- 
fairs work. ‘This sum was not voted to 
pay salaries, nor print publications, nor 
any other operating expense of the asso- 
ciation. It is a matter of giving a mite in 
the interest of those who have given their 
professional all and of giving for the cause 
of making osteopathy a more generally rec- 
ognized system of therapeutics. We should 
regret to find a member who refuses to pay 
$5 per year for a cause like this. 

Service—how much does it mean to us? 
The response of the members to this call 
for increase of dues will tell. We want the 
proposition understood that it is the means 
of service open to each of us. It is not to 
increase the association’s revenues to the 
amount of one penny. ‘The association as 
trustee holds this entire sum raised from 
increase in dues and contributions as a 
fund with which to fight for our fighters 
and to educate the public to a generous ac- 
ceptance of this service on their return. 
Who wants to show up as not being re- 
sponsive to this appeal to service? 


PUBLIC EDUCATION WORK 


Co-ordination, control, poise—these rep- 
resent a sort of magic which is irresistible. 
It is interesting to note that co-ordination 
is a development, a characteristic of matur- 
ity. The child gets many bumps and much 
discouragement in acquiring the power of 
physical co-ordination. The individual has 
a hard time getting into the swing of social 
co-ordination—the spirit of team work re- 
quires the subordination of self, and repre- 
sents one of the hard lessons set for us 
among our life tasks. 

The osteopathic profession has during 
the past year been humiliated. A very ear- 
nest request has been refused, or at least 
has not been granted. We have been un- 
dervalued by the world. We feel that we 
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have passed through the examination p 
riod of our profession’s childhood, and ir 
our maturity should be given the genera 
recognition that is our right. Why doe 
the world not understand all this? we won 
der, and in this query we have defined ou 


public education problem for the comingy, 


year. It must be that in times past we havg 
been careless of this matter of public opin 
ion, or that through error we have offended 
the public mind. 

Some may say that our failure at Wash 
ington has been due to the greater strength 
of the established schools. This a com 
fortable thought, balm to our wounded 
pride. But victories we are taught are de 
termined not by numbers but by morale 
Back in the pages of history we find larg¢ 
armies routed by a handful of sturdy, in 
vincible defenders. The “They shall noj 
pass” of France is a glorious example of 
the power of spirit. The A. M. A. have 
greater numbers and a well established in 
trenchment. Let us accept these facts a 
unalterable, and apply ourselves to the task 
within our reach. We shall have to im 
prove our morale until it so surpasses that 
of the A. M. A.as to ensure for us the vic 
tory, and none but a rank materialist will 
deny the possibility of doing this. 

In view of the fact that the osteopathic 
profession has never gotten together or suc- 
ceeded in co-ordinating its activity unde 
the domination of a spirit of unity, there is 
much, in the way of world recognition, to 
hope for in such a body, should it ever be 
acquired. Individuality is a necessary and 
constructive factor in the world, but it must 
be individuality controlled, else its construc 
tive possibilities are diverted into destruc 
tive channels. Devoted individuality is es 
sential for every democratic institution, yet 
self-seeking individuality can run away 
with a democracy as it is doing over in Rus 
sia at the present moment. 

The osteopathic profession is the victi 
of misdirected individuality—not too muc 
individuality, that would be impossible—but 
too little devotion of individuality to com 
mon good. Tolerance must enter into a 
human intercourse, and it is devotion to 4 
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cause, the realization of the bigness of 
hings, that belittles the ego within us and 
develops our sympathy and toleration of 
he ideas and methods of others. 

Even the most democratic institution 
nust have its central part, and all other 


ing™parts must maintain their right relation to 


hat part. The A. O. A. is, because back in 
he early days the need for a central organi- 
vation was apparent, and yet we are still in- 
co-ordinated and lacking in united effort. 
Individuals within our ranks have estab- 
lished relations with circles of lay people, 
ut ottr professional relation to the general 
public has never been counted a matter of 
vital importance, nor has the unity of spirit 
which ‘must precede any concerted under- 
taking ever been developed. Our present 
chagrin before the Washington situation is 
the direct and natural consequence of the 
methods which have been employed by the 
@individuals who make up our profession. 
We have sowed and now we reap, but now 
also we have the opportunity of the present 
to prepare for the harvests of the future. 


‘BPublic opinion must be moulded. 

The Public Education Bureau at this 
time would solicit from the profession in 
the field more thoughtful attention to this 
particular problem, and desires to present 
Bthe following facts for your consideration : 


1. This is your bureau. As national 
iff chairman I have added to my individual re- 
sponsibility as a practitioner, the second re- 
sponsibility of performing the duties of the 
chairmanship. But, after all, in our suc- 
cesses I can claim but a small measure of 
‘B the credit. In our failures I can be held re- 
sponsible only for my own personal indif- 
“Bference or for official neglect. All the re- 
E mainder of the success or of the failure is 
yours. 

2. This buraeu has no desire to dictate to 
By working together we 
want to. find out what is good that we may 
keep-it, and enlarge it, and by united effort 
we hope to correct our errors and overcome 
our deficiencies. A chairman, or even a 
chairman with a committee, can do very lit- 
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tle. It is the individual in the field who 
holds our future in his hand. 

3. Negligence in replying to official let- 
ters is an inexcusable discourtesy. You are 
busy practitioners. So am I. Whatever I 
do of letter writing or public education 
work must be sandwiched between treat- 
ments or done at the end of the day. It 
would be far easier for me to drop this en- 
tire issue and give my time and thought to 
my work and community activity, but should 
I do this I should as a member of this pro- 
fession lose my choicest possession, my own 
self-respect. Pin this question on your 
desk, and meet its challenge day by day, and 
I'll wager A. O. A. letters will be answered. 
“Day by day, what gets crowded out? That 
is the great test of life.” If I can answer a 
hundred letters in my odd time, I find it dif- 
ficult to believe that I am unreasonable in 
asking for two or three from each individ- 
ual in the course of a year. 

_ Let us remember that we shall win our 
recognition when we unite in an earnest ef- 
fort to do so. A cured patient is a good re- 
commendation for the doctor, but cured pa- 
tients alone will never educate the public to 
understand the contribution which the os- 
teopathic school makes to science and hu- 
manity. Education and cured patients to- 
gether make a very powerful combination 
with which to influence public opinion. 

Let us likewise remember the necessity 
for team work. We cannot get far without 
it. Why are our boys over across so irre- 
sistible? They are motivated by invincible 
spirit and they are subordinating self and 
individuality to the cause of freedom. Not 
long ago I visited the Naval Training Sta- 
tion at Pelham Bay, and as I went over the 
place everywhere I was impressed by the 
wonderful spirit of the boys. Country 
ahead of self was the watchword. And 
then when my host took us over to the boats 
where they train he gave us the rest of the 
secret. Twenty fellows must row as one 
man, he told us, and in whatever they do 
their aim is oneness. All the medical asso- 
ciations that were ever associated could not 
stop the osteopathic profession from carry- 
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ing its message to the world if we could 
have mingled in our ranks these two things, 
the spirit of devotion and oneness of pur- 
pose manifested in our activities. We face 
a new year. What shall we do with it? 

J. A. 


THE FOURTH LIBERTY LOAN 


Replies received from the questionnaire 
sent out by Dr. Riley shows that at least 
those of the profession who responded had 
done their part well in answer to the calls 
to loan to the Government. ‘The profes- 
sion on that basis, can take pride in its rec- 
ord. Within a short time after this issue 
of the JouRNAL reaches our members the 
fourth and biggest loan will be called for. 

Our response to this call should be most 
generous. The Government needs money 
to finish the task of making the world a 
safe and decent place to live in. The citi- 
zens who do not bear arms must pay the 
bills incurred by those who do the fighting. 
They must buy these bonds, not because 
they have surplus to invest, but as a duty 
to the Government and to the world. No 
one of us who invests a few hundreds or 
many thousands in these bonds will ever 
regret it. 

The crime of most physicians against 
themselves and their families is their lack 
of saving sense. ‘These bonds of small de- 
nominations and open to easy payments of- 
fer physicians an excellent opportunity to 
save money which might otherwise be 
wasted. One is now justified in wearing 
poorer clothing and living more plainly 
than at other times without in the least los- 
ing his self-respect. So the loyal and thrif- 
ty citizen has a double incentive to buy 
Liberty Bonds. 

There is an additional reason why mem- 
bers of this profession should buy heavily 
of the next issue of Liberty Bonds. Loan 
subscriptions are now studied carefully, 
groups of subscribers classified, so that it 
is known how farmers or merchants or 
physicians or lawyers subscribe. The 


JourNnaL noted several months ago that a 
business man told an osteopathic physician 
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in a town in the Middle West that our pro 
fession in a near-by city had not purchased 
bonds at a recent drive as physicians 0 
other schools had done. This must not be 
said of us. We must be well above other 
professional people of our income on the 
coming issue. Our loyalty may be ques- 
tioned by rivals of our school if we are no 
active, because we feel that the Medical 
Department of the Government has been 
unfair to us. These bond issues therefor 
afford us a fine opportunity to show tha 
we are too big as men and women and fz 
too loyal as a class to allow anything Ger 
Gorgas or the A. M. A. can do to prevei 
us from doing our duty to our country. 


One other duty we want to urge. Al 
who can go out with teams selling thé 
bonds should do so. As many as have the 
opportunity to join the four-minute mer 
or take part in other similar public activi 
ties by all means should do it. It is with 
pride that we recall how many of us dig 
this work in former drives and we urg 
that the number be greatly increased in th 
drive just announced. It is good work 
Do it. 


TALKS WITH THE BUSINESS 
MANAGER 


Let us get the right viewpoint of the A 
Q. A. sources of income and the calls unde 


which these funds were paid. This see 

called for because this is a subject on whic 
the members should have the fullest infor 
mation, and some misinformation has be 

circulated regarding it. 

Tt should be stated first that when Amer 
ica entered the war there was no committe 
or bureau which seemed to have been giver 
authority under the by-laws to institut 
measures which would demonstrate to th 
Government and public the wish of the os 
teopathic profession to have its part in win 
ning the war. Therefore, a conference 0 
as representative members as could be as 
sembled got together and appointed a steer 
ing committee, so to speak, to organize th 
work,introduce the measure andraise fund 
with which to prosecute it, until the A. O 
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A. should meet and definitely organize the 
work, 

The measure was prepared and a mem- 
ber of Congress found to introduce it; at- 
torneys were employed, information com- 
piled and distributed, and the profession 
solicited to supply the funds. Many weeks 
were spent by members of the committee at 
Washington seeking to secure through dip- 
lomacy and executive orders the right to 
serve, rather than appeal to Congress. But 
it was of no avail, except to show the hand 
of the medical men on the Government bu- 
reaus, hence the appeal to Congress as 
noted above. Understand, please, that this 
call for contributions was made in the mem- 
bership year 1916-1917. 

At the A. O. A. meeting in Columbus, 


} 1917, the work was taken over by the Na- 


tional Association, and the Bureau of Na- 
tional Legislation established and put in 
charge. An assessment of $3 was levied 
against all members, and all non-members 
were asked to pay it. This sum, it was 
agreed, would be kept distinct from the reg- 
ular funds of the A. O. A, and expended 
first in the interest of the legislation at 
Washington and then for other public edu- 
cation work. 

The call for this assessment took no ac- 
count of the voluntary contribution made 
in the previous fiscal year, although many 
members who had made a contribution for 
this work in the year 1916-1917 felt that 
they should not pay the $3 called for the 
year 1917-1918, or at least unless the sum 
realized was not as large as was needed. 
The cards of these members who objected 
to paying the $3 assessment because of hav- 
ine made a voluntary contribution were so 
indicated, and no further effort made to 
collect the $3 from them. It may be said 
here that about the same amount was paid 
in as a result of the call for contributions 
in 1916-1917 as on the $3 assessment in 
1917-1918. 

This assessment was called at the Colum- 
bus meeting because it was realized that 
more work must be done than the amount 
paid wnder the voluntary contribution in 
1916-1917 would pay for, and there was no 
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provision for raising it as equably as a uni- 
form assessment. As notice had not been 
given the dues could not be increased at that 
time. 

However, previous to the Boston meet- 
ing Dr. Peck, for the Department of Fi- 
nance, sent out a series of questions for 
members to express their views on the rais- 
ing of annual dues or assessments as 
needed. The replies were greatly in favor 
of the raise in dues and the profession as 
represented at Boston was enthusiastic for 
doing more work and raising the dues to 
$10 as a means of doing it. We use the 
word enthusiastic because it was the mem- 
bership and not the Board of Trustees 
which insisted on the raise in dues to $10. 

The reader, however, should note that 
the entire increase goes to a special _ fund 
for limited and definite work----Washington 
legislation and other public education work. 
The office work of the Association, its pub- 
lication department and its general activi- 
ties must be maintained from the same 
sources as heretofore, and the new work 
looking to making osteopathy a more gener- 
ally accepted school of therapeutics, includ- 
ing of course, the effort to get it accepted 
by the Army, will be supported by the en- 
tire increase in dues. So that when a mem- 
ber pays this increase he is not paying a 
penny for maintenance of the Association. 
Now this increase in dues has nothing to do 
with the voluntary contribution of 1916- 
1917, nor with the $3 assessment of 1917- 
1918, but it is a uniform raise in the cost 
of membership to meet a definite, well de- 
fined need for the year 1918-1919. 

Some say that a uniform membership fee 
is not fair, considering the difference in 
earning power and income of the many 
members. Perhaps this is true, but there 
must be a minimum fee. The board has 
sought to adjust this, and several years ago 
secured from the members the right to 
make the new graduate a special rate for 
one year, and although the dues have been 
doubled the fee to the recent graduate has 
been kept the same, $2.50 for the first year 
after graduation. As an evidence of their 
sincerity those most active in creating the 
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sentiment at Boston in favor of the increase 
of membership dues to $10 also put for- 
ward the proposition to urge at least 1,000 
members to contribute $25 each, $15 in ad- 
dition to membership. With these provi- 
sions it would seem that none should com- 
plain that any injustice exists in the matter 
of the financial maintenance of the associa- 
tion. 

‘There is one other contribution which 
might be mentioned here, as it has been 
niade the subject of an editorial in one of 
our professional papers. A conference was 
called in Chicago at the end of April to 
consider the needs of the colleges and what 
the profession can do to meet these needs, 
arid for no other purpose. It was not to 
consider A, O. A. policies, but educational 
needs only. All school men present, and the 
president of the A. O. A. and the chairman 
of the Department of Education were made 
a.committee to draw up resolutions. The 
committee reported and those present 
adopted the resolutions, one of which was 
that-money be raised to advertise the col- 
leges in the popular magazines. The col- 
lege men did not indicate how the funds 
were to be raised. It just happened that 
following this conference a letter was ready 
to be sent to the members of the Associa- 
tion. So to help the colleges the A. O. A. 
sent out.a notice of the resolution presented 
by the college people at the Chicago confer- 
ence. Not that it was expected that much 
would be realized, but that it might be 
called to the attention of the profession, 
when it could be done at no expense except 
a couple of dollars or so for printing the 
notice. 

“Every officer of the A. O. A. knew that 
money could not be collected for an adver- 
tising campaign such as was proposed, but 
it was not for the A. O. A. to discourage 
this or any other harmless unobjectionable 
effort of the colleges to raise money for 
their publicity. And the cost of the adver- 
tising suggested was also well known, but 
there is a form of advertising which will be 
effective and at the same time not expen- 
sive, namely, the papers published and cir- 
culated by the high schools of the country. 
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These not only reach the entire student 
body, but the homes of all students. 

The booklet with photogravures of our 
colleges and other institutions is a practical 
means to the end of increasing student at- 
tendance, widening the area of knowledge 
of osteopathy, and this will be carried out 
as a part of the Forward Movement. 

This discussion covers the calls for con- 
tributions, assessments and increase in dues 
in the history of the Association. Never 
until the Washington legislation came up 
had special calls been made or increase of 
dues contemplated. In another issue will 
be discussed in detail other sources of in- 
come—the very great increase realized in 
the past few years—and how these. funds 
are expended. In the meanwhile if our 
members will use liberally for educative 
purposes, the Woodall book, the Osteopa- 
thic Magazine (which, by the way, is mak- 
ing a neat little profit for the Association), 
our booklets, “Why I Go to the Osteopath,” 
“That Machine You Call Your Body,” 
“Childhood,” etc., each of which is the best 
in its particular line, there will be a much 
larger sum available for the Forward 
Movement and other public educational 
work. 


Dr. McCONNELL’S DISCUSSIONS 


Recurrence of Lesions 

To just “line em up” may or may not be 
sufficient in the individual case. Given a 
series or group of lesions in a single case 
and simply adjust the same presupposes 
that the lesion occurrence is accidental or 
incidental to the life of the individual, no 
matter how serious the consequences of 
the maladjustments may be. For in such 
an instance the physician assumes that the 
environmental influences are consonant 
with bodily health. 

But, upon the other hand, and which no 
doubt includes the vast majority of cases, 
such an assumed premise even with the 
best of technique is certain sooner or later 
to be met with recurrence of lesions. For 
the very definite reason that environmental 
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influences are not, in at least these many 
instances, harmonious with the complete 
health of the individual. Herein is a huge 
and many-sided problem, the solution of 
which, I believe, constitutes the key to no 
small portion of our daily work. 

It is all very well and even correct to as- 
sert that structural intactness or normali- 
zation is a basic health attribute. But such 
an assertion necessarily predicates or 
should, a realization of the entire gamut of 
possible forces that either singly or in group 
action may disrupt structural order either 
directly through the medium of mechanical 
interference or through the many subtle 
dynamic influences wherein nutrition and 
oxygenation of tissue are definitely com- 
promised. 

To get at the practical, every-day” side of 
the problem one should be conversant with 
the mode of life and habits of the patient. 
For herein are the forces that, in many in- 
stances, may make or mar the bodily re- 
sistance. I think that as a rule many of us 
have been a little obsessed by the possible 
role ‘of trauma in the production of lesions. 
No doubt it is an important factor, but it 
is far from being the only one. The fact 
that vertebral lesions are common, and 
more or less frequently produced through 
accident, is not prima facie evidence that 
trauma is always the original cause. The 
vital organism is a mechanism that may 
be conditioned from within as well as with- 
out. 

Then history-taking, with which all are 
more or less familiar, is frequently amiss 
when followed simply along conventional 
lines, though of undoubted great value in 
certain instances. But here is the essential 
additional osteopathic point as I see it: 
Osteopathy has revealed an entirely new 
etiology with a vast array of factors or 
forces that result in what we term the os- 
teopathic lesion. Not that it is something 
that can be set aside and divorced from so- 
termed common medical knowledge. But 
instead it occupies both a definite and vast 
niche of its own to be dovetailed, or vice 
versa, with any or all facts that can be 
gleaned. In other words, it is a most val- 
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uable and extensive addition to medical 
knowledge that goes far toward the goal of 
therapeutic preciseness. 

Given a _ healthful environment, away 
from the daily grind of overwork, over- 
fatigue, excessive worry, dietetic errors, 
unsanitary surroundings, marked postural 
habits, and the various deleterious and en- 
nervating modes and habits of life, with 
reasonable attention paid to working hours 
and rest, to exercise and diet, no doubt 
many of the combinations of factors that 
lead to lowered resistance and infection 
would never occur. Unquestionably herein 
lies the key to both occurrence and recur- 
rence of many osteopathic lesions. Nor- 
malization of structure comprises only part 
of the work of the osteopath. The other 
part is evidently that of normalizing the 
patient’s habits. 

Obviously no small portion of every sian 
sician’s success rests with his ability to so 
readjust the patient’s daily regime that 
wear and tear of tissue will not be so 
marked. Not only must stoppage of va- 
rious functional leaks be definite and com- 
manding, but an offensive campaign must 
be instituted through the daily regimen in 
order that the principal of nervous force be 
absolutely increased. Manifestly it is the 
aggregate of detail that is often of greatest 
importance. 

No one can seriously question that every 
physician of experience secures many ex- 
cellent results. ‘The most successful phy- 
sicians are those who attempt to evaluate 
a!l signs and symptoms according to the va- 
rious diagnostic measures based upon their 
own special and general knowledge of in- 
dividuals and society. The problem re- 
solves itself not so often along the line of 
some specific as a thorough comprehension 
of the life influences of the particular indi- 
vidual. A certain change of habits, of 
method of work, of viewpoint of life, of 
change of scene, or a possible one of a 
score of combinations will often work won- 
ders. 

This is frequently difficult for the begin- 
ner to realize, and probably more difficult 
to put into operation owing to a certain in- 
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experience. Still one must not lose sight 
of the necessarily exact methods of diag- 
nosis and technique. With a reasonable 
knowledge of the above, then the outstand- 
ing fact that eternally stares one in the face 
is his implicit faith in nature. He must 
have this whether he wills it or not. This 
much is inevitable. At best we can only 
condition bodily processes. 


Logically it would seem clear that the 
only way to prevent recurrence of lesions 
would be to either eradicate or modify the 
forces that produced the lesion. This, gen- 
erally speaking, should not be a difficult 
thing to do provided one can thoroughly 
diagnose the condition and have sufficient 
command of the patient’s daily regimen. 
Imbalance of muscular tension and postu- 
ral irregularities necessarily constitute the 
basis of many lesions. When either are 
prolonged severe structural maladjustments 
are certain to follow. Mere correction of 
the same without any regard to what caused 
them frequently assures their recurrence. 

The American Journal of Orthopedic 
Surgery, July, contains an interesting arti- 
cle on “Inefficiency Due to Back Strain and 
Faulty Posture in Unseasoned Troops” that 
is of considerable value to osteopaths. It 
is well known that weak and painful backs 
in untrained troops are fairly numerous in 
contrast to veteran troops. It is shown that 
out of 7,000 men referred for orthopedic 
treatment there were only four of back 
trouble. ‘Three due to toxic arthritis of 
the spine or sacroiliac joints and one due 
to faulty posture. 

Of course great care would have to be 
exercised in drawing any conclusions rela- 
tive to what may be termed osteopathic 
probabilities in so far as osteopathic path- 
ology and etiology are concerned, for there 
may be various lesions that do not cause 
any degree of back strain. And, besides, 
these are picked men, no doubt originally 
free of organic disorder. But, neverthe- 
less, a certain striking lesson is noted that 
inefficiency due to back strain is rare in 
seasoned troops, which goes to show the 
undoubted value of sustained open-air phy- 
sical development. 


DR. McCONNELL’S DISCUSSIONS 


Journal A. O. A. 
September, 1918 


We are accustomed to say that patholog- 
ical conditions are simply a perverted phy- 
siology, that they are natural processes but 
not normal ones, which is true to a certain 
extent, but a definite fact should not be 
overlooked, and that is certain conditions 
are only found when so-called pathology 
is rampant. This is not only true in infec- 
tions, for example, but is also true in va- 
rious osteopathic lesions. For osteopathic 
lesions establish conditions that are never 
found elsewhere. This is why nearly every 
case of any consequence must be diagnosed 
and treated in accordance with its individ- 
ual conditioning forces. This is also why 
routinism of treatment so frequently fails, 
on the contrary demanding in addition 
original prosecution based upon the exi- 
gency of conditions. In other words, every 
pathological picture presents something en- 
tirely new. Just because definite physio- 
logical movements will secure certain re- 
sults is no criterion that attempted move- 
ments of maladjusted structure will secure 
similar results. 

The essential point is to get back to the 
cause, which may be a lesioned vertebra or 
the antecedent factors that lead up to the 
lesion, or what is most probable an appre- 
ciation of the complete pathogenesis must 
be considered and as a unit. All things 


_ considered it is the etiology that is of prime 


importance, not some slavish therapeutic 
formula. No one will question that drugs 
will produce certain effects upon the body, 
but this is not to imply that these drugs 
will produce the same effects on a diseased 
organism. A certain parallelism and les- 
son may be drawn here with frequently 
executed osteopathic “movements.” In 
both instances the physician may readily 
lose sight of the invaluable first causes. 

No doubt adjustment of compensatory 
lesions without attention to primary causes 
is a fruitful source-of recurrence of lesions, 
that is, of compensatory lesions. Unques- 
tionably many cases of neck and innomin- 
ate lesions, for examples, are adjusted 
treatment after treatment when the pri- 
mary sources, upper dorsal and lower lum- 
bar, go unchallenged. This is a point that 
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Dr. Graves has repeatedly emphasized and 
has rightly placed to the credit of poor 
technique. An area of particular laxness 
so that lesions constantly recur is practi- 
cally always pathognomonic of a near-by 
impacted lesion or a severely anchored in- 
terosseus rotation so that so far as physio- 
logical movements are concerned the one 
compensates the other. 

But in cases of recurrence of the pri- 
mary lesion the explanation is not so easily 
set forth, for here an inventory of the many 
possible subtle and insidious habits will 
have to be carefully made. Here is where 
deleterious habits, over-fatigue, dietetic er- 
rors and postural defects may enter most 
insidiously and viciously. Here is where 
the ever increasing importance of infections 
may enter as a role, primary, secondary or 
even reflexly. The intermingling of both 
negative and positive factors, the negative 
effect of not sufficient exercise and fresh 
air, which soon means a positive defect in 
the way of lowered resistance and flabby 
muscles, or the positive direct effect or over- 
strain, or over-use, of postural habits, are 
among many factors that may be men- 
tioned or catalogued, showing the complex 
problems constantly before us. And still 
to solve these problems will ever be im- 
perative, for they reflect life as it is. 

To fortify resistive and nutritive powers 
of the individual is no small matter. In 
fact, here to a large extent is the present 
and future work of the physician, which 
embraces the daily regimen upon the one 
hand and various sanitary efforts upon the 
other. The self-reparative powers must be 
either increased or conditioned, of which 
the role of the lesion is only one link of the 
process. Obviously the technical side of 
osteopathic manipulation, no matter how 
important, can only be a portion of the 
physician’s armamentarium. 

Probably some day some one through 
graphic representation and keen analysis 
of cases will portray the hygienic and pre- 
ventive side of the osteopathic lesion. Only 
in this way can a true perspective of the 
role of the osteopathic lesion be secured. 
Pathogenesis still offers a most alluring 
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field for the scientific student. Of course 
it is always difficult to strip the fundamen- 
tals of the non-essentials in a field that is 
vastly complex, but no doubt it can and 
will be done. As the essentials of anatomy 
and physiology are gradually revealed, that 
is, their fundamental principles, so will the 
various pathogenic factors be established. 
Of these the osteopathic lesion, owing to 
its basic significance, will come into gen- 
eral scientific recognition. Anything that 
blocks the way to self-reparative expres- 
sion, which is the crowning attribute of 
the bodily organism, is assured of a perma- 
nent niche in the healing art, and twenty- 
five years of successful practice upon the 
part of thousands of practitioners, who 
maintain and practice the importance of 
the osteopathic lesion, is far beyond that 
of any possible gainsay. 

To me the sum of experience in the os- 
teopathic field is clearly represented .as fol- 
lows: To both student and practitioner the 
present and future course is to teach prac- 
tical osteopathy largely by the personal 
contact. I am convinced it can’t be accom- 
plished with any degree of success in any 
other way. The very nature and necessity 
of tactual development precludes any other 
method. This will assure successful os- 
teopaths. Then, in an appeal for personal 
and public recognition, go directly to the 
laity. A satisfied clientele assures definite 
recognition and support. 


Enuresis 

In an instructive paper, Jour. A. M. A., 
July 24, Grover bases the etiology of enu- 
resis on neuromuscular weakness. ‘The 
line of treatment is rest and diet carefully 
followed in minute detail. He finds that 
nearly all of these cases are below normal 
as far as nutrition is concerned. A care- 
fully regulated diet is prescribed, sufficient 
rest is demanded and various habits are 
corrected. The treatment is purely hy- 
gienic and dietetic. ‘The article is well 
worth careful reading. 

Probably nearly every osteopathic prac- 
titioner has had fair success in treating 
these cases, but no doubt greater success 
would have been forthcoming in certain 
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instances had a more rigid regime been in- 
sisted upon. Everyone no doubt has had 
some excellent results, and immediate ones, 
by adjusting the lower spine and thus nor- 
malizing the nervous tissues of this re- 
gion. In others, in addition, the general 
treatment coupled with attention to habits 
and diet have been necessary. All of which 
goes to show how essential it is not to neg- 
lect anything that will increase the general 
tone and resistance as well as readjust all 
structural lesions. (Of course one feature 
of the letter is to increase resistance.) Both 
of these features should be recognized as 
fundamentals. 

: Very often it is the living conditions that 
are reflected by both local and general ail- 
ments, the relief of same depending upon 
changed conditions as well as readjustment 
of tissue. ‘Time after time one will see 
the weakling and stunted develop and grow 

-almost by magic after careful structural 
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overhauling has been instituted and some 
changes made in the habits. The impetus 
thus secured must be basic from the ~~ 
nature of the response. 

These are things that have been appre- 
ciated and partly practiced by physicians 
for many generations as, for instance, wit+ 
ness the physician of the hero of “The Way 
Of All Flesh.” It would seem that he is 
the best physician that recognizes these al- 
ways fundamentals while keeping abreast 
of present scientific development. ‘There 
is always a net gain in new discoveries, 
still no small part of progress is reconstruc 
tion and readjustment of the values of. pre- 
viously known facts. Preciseness of thera- 
peutics holds full sway just as much in the 
realm of habits and dietetics as in tech- 
nique. And how much time and labor and 
suffering may be saved if one knows what 
to do and how to do it. eh 
C. P. 


she would make arrangements to have the 
child placed in the Philadelphia General 


Hospital. The child was admitted to the 
Philadelphia General Hospital the same day 
(April 3), and was under treatment for two 
months. While there she had the measles 
and was placed in the isolation ward; from 
there she was sent to St. Vincent’s Home, 
where she remained for a week or two. The 
mother did not know that the child had been 
taken away from the Philadelphia General 
Hospital until one of the visiting nurses told 
her that her child had been sent to St. Vin- 
cent’s Home. ‘The mother now received a 
letter from the latter institution telling her 
that she should call and take her child home, 
as she was blind and that therefore they 
could not care for her, as they had no pro- 
visions for children affected in this manner. 

The case now came up for a court hear- 
ing in the House of Detention, July 3, 1916, 
so the mother took the child from St. Vin- 


Case of ‘Agnaurotic Family Idiocy Cured by 
Osteopathy 


(Continued from page 22) 


cent’s and went to court. The Judge said 
that there was no witness to prove that the 
child was feebie-minded and, therefore, he 
would not hear the case. The child re- 
mained home for two weeks and then was 
admitted to the Baby Hospital at Llanerch 
on Aug. 1, and remained there for the’ re- 
mainder of the summer, until this institu- 
tion closed, about the middle of September. 
The mother was about to be confined, so 
Philomena, after remaining home a week, 
was sent to St. Christopher’s Hospital, 
where she occupied. a cot until Nov. 13, 
1916. In the meantime the mother received 
notice of a petition to have the child com- 
mitted to an institution, this time by the So- 
cial Service Department.. When the case 
was heard the Judge asked if the mother 


had tried all the best physicians for the 


child, and she said she had. He then asked 
if she had tried osteopathy, and she replied 
no. The Judge then recommended that she 
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take the child to Dr. John H. Bailey for 
treatments, as there was no one there to 
prove that the child was feeble-minded. 
This was Nov. 22, 1916. 

A social service worker who had been 
visiting the home of Philomena requested 
to be present at the examination and first 
treatment. There was also present the pro- 
bation officer of the court in whose care the 
child was placed and whose duty it was to 
bring the child to me for treatment, at any 
time appointed. The social worker showed 
antagonism to osteopathy by advising the 
mother not to bring the child to me and even 
went so far as to refuse the allotment of 
milk. I then furnished the mother with 
milk and necessary funds, but the social 
worker continued to annoy the mother to 
such an extent that she appealed to me and 
I in turn conferred with Judge Mac Neille, 
who issued an order from the court to the 
social worker demanding her to refrain 
from vsiting the home, as the child was in 
the hands of the court. 


Physical Examination 
Head: Skull, seemed normal. 


Fontanelles: Posterior, closed. Anterior, 
closed. 

Attitude: Head retracted. Had been in 
this condition since Jan. 3, lying back on 
shoulders. 

Face: Of a mentally defective child, senile 


features, lusterless eyes, face wrinkled, 
mouth half closed, moaning and whining all 
the time during the visit. Pale in color. 

Eyes: Drooping eyelids. No response to 
stimulation of light. 

Ears: No abnormal condition of external 
structure. No perception of unusual noises. 

Nose: Pinched and pale. 

Lips: Colorless. 

Oral Cavity: Teeth, two upper and lower 
incisors. Tongue, coated and yellow. Ton- 
sils, normal. Pharynx, congested. 

Neck: Anterior lymphatic glands en- 
larged. 

Thorax : Ribs nearly horizontal. 

Heart: Accentuation of systolic mitral. 

Lungs: Respiration 27, dyspnea. 

Abdomen: Size and shape, very large and 
irregular. Extensive ascites. 

Constipation: Stools, green 
shreds of mucus at times in same. 

Genitalia: Normal. 


in color, 
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Rectum: On digital examination found 
sphincter muscles contracted. 

Spine: Straight. A most peculiar thing 
in the examination of the spine was that I 
only found a lesion at the axis and one at 
the left innominate. (The mother had no- 
ticed for months that the child held its left 
leg crossed over the right knee, and when- 
ever she tried to remove it from this posi- 
tion the child became hysterical.) The mus- 
culature along the whole area of the spine 
was flaccid, with atrophy from first dorsal 
to the coccyx. ‘The musculature of the pos- 
terior cervical area was all contracted. 

Lower Extremities: No muscular tone to 
any of the muscles in the lower extremities. 
Power of limbs lost. 

Diagnosis: Amaurotic idiocy. This same 
diagnosis of amaurotic idiocy was made in 
three public hospitals by men of reputation, 
some of them of national repute. 


Treatment 


My first object was to give a mild manip- 
ulation along the whole spine, especially in 
the cervical region and in the region of the 
dorsal enlargement of the spinal cord. This 
treatment has a marked effect on the circu- 
lation of the spinal cord and the brain. I 
stretched the lower dorsal and lumbar spine 
tu strengthen the sphlanctic area, relaxed 
all the musculature of the cervical region 
and corrected the atlas lesion, and adjusted 
the left innominate, which was posterior. 
Improvement immediately followed the cor- 
rection of this lesion, and the child was able 
to straighten her leg. 


The mother was instructed to give enema 
daily, of normal salt solution, until passages 
became normal in color, then to stop, unless 
this abnormal condition returned. I ar- 
renged to have the child dressed more 
warmly (woolen underwear), and gave di- 
rections for her to have more milk. The 
probation officer in charge was instructed to 
have the child in my office twice a week at 
10 o’clock Tuesdays and Saturdays until 
further notice. At second treatment I at- 
tempted to get movement in as many verte- 
brae as possible and gave deep manipula- 
tions in abdominal area. Dilated rectum 
with little finger, using a lubricant. Marked 
improvement was first noticed after the 
third treatment. The child cried less, 
moaned less, slept better and seemed to be 
more satisfied with the milk. After the fifth 


me 
tus 
re- 
ins 
ay 

is 
al- 
ist 
re 
es, 
he 
h- | 
at 

y 
d 
le 
h 
l, 
d 
r 
e 
| 
j 


3o IDIOCY CURED—BAILEY 


treatment the child started to eat oatmeal, 
and after eighth treatment ate toased bread 
made soft in milk, oatmea!, soup with noo- 
dles, and also took the bottle. Mother stated 
that Philomena’s vision was coming back to 
her. After being in my care for two months 
and receiving sixteen treatments, the child 
gained four pounds and eight ounces, was 
well nourished and fully satisfied with its 
food. Slept well; bowels normal. Could 
see objects held in front of eyes and could 
tell the difference between light and dark. 
Could sit up, holding her head erect. Tried 
to walk, putting feet firmly on ground. 


Feb. 14,1917. Baby now had twenty-two 
treatments. Body that of a normal child; 
a good color; bowels regular and the stool 
normal in color. Ate semi-solid foods, also 
took milk. Very active, would not lie down 
except when tired and sleepy. Sat up in 
go-cart, pulling herself up to this position. 
Wanted her mother to let her stand on her 
feet. Did not attempt to walk, although 
moved feet slightly when standing on them. 
Mind active, as the child understood what 
was said to her. Seemed jealous of the at- 
tention paid to her little sister, age 4 months. 
Recognized her mother across the room, 
and at night when her father entered the 
door she clapped her hands and cried, “Da, 
Da.” 


April 6, 191%. Child improving every 
day. Noticed her younger sister and tried 
to imitate peonle in what they did and said. 
Sat on floor all day long playing. No trou- 
ble at all to her mother. Had no difficulty 
in swallowing. On Sunday last she ate a 
small piece of cake (dry), and did not have 
any trouble in swallowing it. Continued to 
take three bottles a day besides her semi- 
solid food. Bowels regular and normal. 
Stood firmly on her feet, and when holding 
on to her mother’s hands tried to walk. 
Would stand up by chair. Weight at this 
time twenty-three pounds, which is a gain 
ct eight pounds, 50 per cent more than the 
child weighed when she was first placed un- 
der my care, Nov. 27, 1916, or four months 
ago. Treatments continued twice a week. 


June 10, 1918. Had treated Philomena 
once a week for past year. She had gradu- 
ally improved since April 6, 1917. On 
Easter Sunday, 1918, she walked across the 
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room firmly and without assistance. She 
has full power of her limbs, never tires, 
eats all kinds of food and her mental condi- 
tion is above par. At the State Convention 
held in Philadelphia, Friday, May 31, 1918, 
Judge Mac Neille stated that he was as- 
tounded at the change in Philomena. He 
remarked that she speaks Italian as well as 
English, and for a child of her age is extra- 
ordinary both mentally and physically. 

So many have written me from all parts 
of our country to know how I secured such 
success in this case. When the principles 
of osteopathy are applied to any disease 
good results cannot help but follow, if the 
body responds. If the tissues of the body 
were automatically correct, idiocy or any 
mental disease would not occur. McCon- 
nell & Teall’s Practice of Osteopathy states 
on page 191: “A mental disease is nothing 
more or less than the effect of a disturbed 
innervation or vascular channel to the brain. 
From the fact that the functions of the 
brain are comparatively little understood, 
and the brain being the seat of the mind, 


mental diseases are often looked upon in 


somewhat more of a mystified manner than 
in disorder of other organs. The brain re- 
quires nourishment to repair its tissues the 
same as the tissues of any other organ of 
the body, and is governed by the same laws 
of nature.” Hence there is no reason why 
we should not receive as good results by 
treatment of diseases due to brain condi- 
tions as those due to other organs of the 
body. The fundamental principles of os- 
teopathy should apply to these conditions as 
to other conditions. 

In conclusion, I am of the opinion that 
we have opened the eyes of the world to the 
fact that osteopaths can secure remarkable 
results in mental diseases, hay fever, asthma 
and can even restore sight and hearing in 
addition to the many other proofs of results 
we have given them in other diseases, when 
the principles of osteopathy are applied. . 

Empire Bipe. 
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THE COLLEGE OUTLOOK 


The College Outlook 


The following replies have been received 
in response to an invitation extended 
to all the colleges of osteopathy to send for 
publication in the JouRNAL a statement of 
their plans and outlook: 


DES MOINES COLLEGE. 


Additions to the Faculty to the Des Moines 
still College of Osteopathy have been made 
as follows: 

Technique and Symptomatology: Dr. M. E. 
Rachman, one of the most successful practi- 
tioners in Des Moines, 

Anatomy: E. E, Steen, B. Sc., D. O., grad- 
uate of the Nebraska University. 

Chemistry: D. M. Lewis, graduate of the 
Toronto University. 

Ear, Nose and Throat: J. N. Waggoner, M. 
D., D. O., for many years of the American 
School of Osteopathy. 

Our student body this year will inevitably 
he almost nil, for the reason the draft change 
—18 to 45—will take nearly every one of 
them. This naturally makes the financial end 
of the institution short, but it does not at all 
deter our Faculty, for we shall devise some 
means to eke out a living until the war is 
over, when IT know our schools will prosper. 
| have been in touch with the osteopathic pro- 
fession now for some eighteen years, and 
have watched the growth and development of 
the cause, and to my personal knowledge there 
has never been such a urging demand for os- 
teopathic practitioners as there is today, and 
the profession at large, according to my in- 
formation, is doing a larger work than ever 
hefore. 

Of course we believe in the war because it 
is our war, and we are perfectly willing not 
only to have our boys go, but go ourselves if 
we are called, and you may be sure that even 
under such trying circumstances as_ these 
would seem to be, there has never been a time 
when more enthusiasm and interest was 
shown in the school and in the cause than at 
the present time. 

S. L. Taytor, Pres. 


LOS ANGELES COLLEGE. 


The College of Osteopathic Physicians and 
Surgeons is, regardless of the drains upon its 
student body and upon its student-getting pos- 
sibilities, striving to maintain the high stand- 
ards it has raised. We have recently moved 
our institution into quarters so much superior 
to our old scattered and ramshackle buildings 


as to be incomparable. We have the entire 
third floor of a large Class A building, lo- 
cated on the best corner of Los Angeles’ main 
street. We have here 10,500 square feet of 
floor space, not including corridors and clos- 
ets. Besides this, we have secured in the im- 
mediate vicinity a one-story building, 50x50 
feet, which will be utilized for dissecting 
room, 

Our teaching corps is represented on the 
Los Angeles County Hospital staff, and more 
than 25 per cent of the interneships of that 
that institution are filled by our graduates. 
Our male senior students act as assistants at 
the Los Angeles Receiving Hospital, where 
last year more than 27,000 emergency cases 
were handled. Our teaching corps has lost 
none of its enthusiasm and has gained mate- 
rially by the return to teaching of Dr. Jennie 
Spencer. The verve and vigor of the osteo- 
pathic women and men doing this teaching 
work are beyond praise. The self-sacrifice 
which has been theirs in the past shows no 
sign of waning. Indeed there is every indica- 
tion that the osteopathic profession of Cali- 
fornia is determined to preserve and perpet- 
uate its local school, even should it be neces- 
sary for them to donate largely to its exche- 
quer. The State Association, controller and 
director of the College of Osteopathic Physi- 
cians and Surgeons has been more closely or- 
ganized and shows a solidarity never before 
attained. In our normal sphere of, influence 
we have received promises of help in the mat- 
ter of stimulating matriculations, and feel 
that every right-thinking, intelligent osteo- 
path is behind us in our effort to survive the 
“lean years of the war.” Enlistments and 
the draft have depleted our ranks consider- 
ably, and undoubtedly the extension of the 
age limit will further decrease our undergrad- 
uate enrollment. It is obvious that the same 
forces must constrict our student-getting op- 
portunities, but despite these drawbacks we 
have no complaint. Indeed, should the clos- 
ing of our school be necessary in order that 
our country might win this just war, not a 
member of our directorate or Faculty would 
draw back from the necessity, but, on the con- 
trary, I believe that the best interests of hu- 
manity will be served by perpetuating osteo- 
opathy. 

The College of Osteopathic Physicians and 
Surgeons matriculates but one class yearly. 
Our next opening date, Sept. 16, and for ten 
school days thereafter wil be the only oppor- 
tunity for undergraduate matriculations dur- 
ing the school year of 1918-19. Considering 
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the conditions imposed upon us by the present 
world war, I think for the encouragement of 
the profession, I may say our prospects for a 
class sufficient in number and of high quality 
are good. And, further, let me say in behalf 
of the staunch women and men who have 
striven to maintain a high grade osteopathic 
school at the Far West, that whatever the is- 
sue they stand ready to sacrifice all else for 
osteopathy except our country’s safety and 
honor. R. W. Bow tine. 


MASSACHUSETTS COLLEGE. 


Despite war conditions the Massachusetts 
College of Osteopathy will begin its fall term 
brimful of enthusiasm. Like all schools and 
colleges the burden put on educational insti- 
tutions by the draft laws is being borne with 
that optimism which augurs well for the fu- 
ture. The exemption boards have been very 
lenient with us, and students have been en- 
abled to return to their studies in many cases 
until called. 

The request for catalogues has been about 
the same as in normal years. The date of 
matriculation is Sept. 16. We feel that late 
entrance should not be encouraged. Students 
have a difficult time as a rule making up the 
various subjects, and professors and teachers 
feel that it hinders the work of the class. 

Our gains this year, we believe, will offset 
our losses in students due to matters over 
which we have no control. Unless there is a 
demand for it there will be no mid-winter 
class matriculated. With our beautiful build- 
ing at 415 Newbury street, Boston, which was 
opened for the first time this year as an os- 
teopathic college, we feel that it is well adapt- 
ed to meet the needs of osteopathic students. 

Dissection will be carried on in connection 
with the Middlesex Hospital at East Cam- 
bridge, and there is an abundance of material 
on hand. There will be a new chemical labor- 
atory opened in the new building at the begin- 
ning of the fall term, and here the students 
will find up-to-date chemistry equipment sec- 
ond to none. 

There will be some additions to the Faculty 
and changes caused by the war. The har- 
mony which prevailed last year among the 
Faculty will continue under the leadership of 
Dr. George W. Goode, the dean. 


Confidence in the college has been restored 
among the old-time osteopaths of New Eng- 
land under the new regime, and a number of 
them have rallied to the support of the leader. 
Among them Dr. Mark Shrum, of Lynn, has 
returned to the teaching staff. For years he 
taught as one of the pioneer teachers in the 
Boston Institute of Osteopathy. He will oc- 
cupy the chair of Principles of Osteopathy. 


THE COLLEGE OUTLOOK 
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Dr. Helen G. Sheehan, one of the best 
known women D. O.’s in the country, will be 
Professor of Pediatrics. Dr. John J. Howard, 
who has had a wider clinical experience os- 
teopathically than any D. O. in Boston, will 
serve as associate clinician. Dr. H. H. Pentz, 
late of the Los Angeles College of Osteopathic 
Physicians and Surgeons, will conduct a clinic 
on the eye, ear, nose and throat. Dr. Peter 
J. Wright and Dr. Otto E. Lewis will assist 
in the department of physiology. Dr. Charles 
R. Wakeling, a recent alumnus of the college, 
will assist in the department of anatomy. Dr. 
Mary Emery will fill the chair of Applied An- 
atomy. 

The department of technique is well taken 
care of in the person of Dr. Frances Graves, 
who was well grounded in that subject in the 
parent school under the tutelage of Dr. 
Edythe Ashmore. Dr. Francis A. Cave, who 
resumed teaching last year, will teach the 
Theory and Practice of Osteopathy. Dr. Wil- 
ford H. Wallace will again fill the chair of 
Histology. Dr. George W. Reid, editor of 
the Herald of Osteopathy, will give a course 
in practical efficiency. Dr. Waldo Horton 
will teach physical Diagnosis. 

Drs. Francis K. Byrkit, former dean; Ben- 
jamin F. Riley, Norman B. Atty, president 
of the New England Osteopathic Association ; 
Harry J, Olmsted, Alexander F. McWilliams 
and John A. McDonald, both the latter ex- 
presidents of the Boston Osteopathic Society, 
will conduct the clinic work which has grown 
to be an important feature. All of these doc- 
tors are well known practitioners. Dr. Ar- 
thur Miner Lane will teach anatomy, as usual, 
and Dr. William Semple will assist. Dr. 
Ralph Kendrick Smith is Professor of Or- 
thopedics. Dr. Edith S. Cave will teach cor- 
rective exercises. The subject of pathology 
will be in charge of Dr. Carl L. Watson. Dr. 
Frank M. Vaughan will instruct in chemistry. 
Dr. H. Alton Roark is Professor of Neurol- 
ogy, and Dr. Howard T. Crawford will fill 
the chair of infectious dieases. Dr. John H. 
Sparling will continue in charge of the eye, 
ear, nose and throat department, while Dr. 
Allen F. Fehr and Dr, George W. Avery will 
fill the chairs of physiology and obstetrics re- 
spectively. Embryology will be taught by Dr. 
Walter W. Caswell and Dr. Harrie V. Duns- 
moor will occupy the chair of gynecology. 
Dr. L. Curtis Turner is the professor of Sur- 
gery and Dr. W. Arthur Smith Professor of 
Comparative Anatomy. Dr. Earl Scamman 
will teach hygiene and dietetics. Dr. Arthur 
J. Boucher is the Professor of Syphilology. 
Dr. Chas. Dickerman, Dr. Harlan L. Richard- 
son and Dr. Joel Ginsburg are instructors in 
clinical diagnosis and bacteriology respect- 
ively. 
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A galaxy of prominent D. O.’s will form a 
staff of special lecturers as follows: Dr. Geo. 
W. Riley, of New York, former president of 
the A. O, A.; Dr. Ward C. Bryant, of Green- 
field, Mass.; Dr. Clarence H. Wall, member 
of the State Board of Health of Rhode Isl- 


-and; Dr. S. L. Gants, of Providence, treasu- 


rer of the New England Osteopathic Associa- 
tion; Lieut. Robert I. Walker, U. S. A.; Dr. 
Clarke F, Fletcher, of New York; Dr. Perrin 
T. Wilson, U. S. A., and Dr. Jennie A. Ryel, 
of Hackensack, N. J. 


PHILADELPHIA COLLEGE. 


The Philadelphia College of Osteopathy will 
reopen for the fall term on Sept. 24, and the 
prospects for the year are encouraging, even 
though the war situation is interfering very 
seriously with our student enrollment. 

Inquiries from prospective students have 
been greater than in former years, and very 
marked increase being noted, especially from 
women prospects. The probability that the 
ages of the new war draft measure may in- 
clude those of 18 years and upward, creates 
a great deal of uncertainty regarding new 
male students, especially as so much of our 
correspondence has been with prospects under 
21 years, the age of the former draft. 


As far as male students are concerned it 
seems that our chief hope lies in the possibil- 
ity that Congress will enact the osteopathic 
measure which will make practitioners 
eligible for commissions in the Army, and 
consequently enable our students to be fur- 
loughed until the completion of the course, 
the same as is now possible in the case of 
medical students in colleges. 

The college notices a considerable increase 
in the number of names of prospects received 
from the profession, and it feels that the ac- 
tivities of the Forward Movement are pro- 
ducing results. 

The college does not contemplate matricu- 
lating a mid-year class. Students may enter 
for the fall term within thirty days after 
Sept. 24. 

The college is in better condition than ever 
before for the thorough preparation of its stu- 
dents, not only from the standpoint of teach- 
ing, but from that of practical hospital expe- 
rience. The Faculty has had a number of 
additions, and the new hospital building is to 
to be completed early in the fall. The tempo- 
rary hospital at 1725 Spring Garden street has 
a capacity of thirty-five beds, and is filled to 
capacity a great portion of the time. The 
variety of cases is far greater than would or- 
dinarily be thought possible in an osteopathic 
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institution. The students of the senior class 
are assigned to interne duty in the hospital, 
which brings them in active touch with all 
ward semi-private cases. 

An entirely new X-ray laboratory has been 
installed in the college, affording thorough in- 
struction in the X-ray, and providing the pro- 
fession with the facilities for having their X- 
ray work attended without referring patients 
to the medical institutions. The new college 
building is proving very satisfactory and con- 
tains all the necessary classrooms and labora- 
tories required for conducting a thorough 
course. 


Osteopathic Success With Poliomyelitis in 
Newfoundland 


At the recent convention of the A. O. A. in 
Boston the following report was submitted by 
Dr. Philip Holliday, of Montreal, Canada. 

Last summer while in Newfoundland as 
private physician to Sir Wm. Reid, I was 
called by a local physician to assist him in a 
threatened epidemic of infantile paralysis, 
where three cases were involved in one fam- 


ily. This man is one of the most up-to-date ~ 


physicians of the old school whom I have had 
the pleasure to meet. Not having had any 
former experience with this particular mal- 
ady he was at a loss to know what to do. 
This disease, so prevalent in our own coun- 
tries, seems to have been kind to this corner 
of the world, and is practically unknown 
there. I now take great pleasure in giving 
you Dr. F. Fisher’s report on these cases in 
his own words. Dr. F. Fisher, who is a B. A. 
and graduate of medicine from McGill Uni- 
versity, Montreal, Canada, has had a wide ex- 
perience of practice under most trying con- 
ditions, and seems to be thoroughly convinced 
of the advantage offered by our particular 
school of practice, so much so, in fact, that 
he intends sending his only son to an osteopa- 
thic school if his leanings are toward medi- 
cine, or shows any tendency to enter the art 
of healing. 

Dr. Fisher’s report sets forth the fact that 
poliomyelitis, though infectious, is non-conta- 
gious. Further proof is supplied by the fact 
of having another, older sister of this family, 
in the same house, who is free from the affec- 
tion, as well as a young servant girl. The 
question may be asked, Then how do you ac- 
count for three cases occurring in the same 
family at the same time? Simply because the 
predisposing causes were the same. 

Dr. E. O. Millay, who was my successor 
with Sir Wm. Reid in Newfoundland, and 
who kept these two cases under observation, 
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reports that Frank Meaney, who had a slight 
weakness in the left limb, has completely re- 
covered. 


Dr. Fisher’s Report 


THREE CASES OF ANTERIOR POLIO- 
MYELITIS IN ONE FAMILY—TWO 
BROTHERS AND SISTER. 


Case 1. 


1. P. H.—Frank Meaney, boy, 7 years old, 
a native of Newfoundland. Parents and 
grandparents are all natives of Newfound- 
land. 

2. F. H.—Paternal grandparents died at 
ages of 82 and 87. Previous health good. 
Maternal grandparents still living, ages 57 and 
60. Health good. The father is frequently 
troubled with tonsilitis—on average about 
twice a year. The mother’s health is good. 

3 H. P. D.—Patient has had ordinary dis- 
eases of childhood, such as mumps, measles 
and whooping cough. Never had scarlet fe- 
ver or diphtheria. Injuries unknown. 

4. Present Disease—On the afternoon of 
Sept. 23, about three hours after midday meal, 
Frank came in from play and complained to 
his mother of feeling sick. Until then, his 
mother says, he never felt better, and ate his 
dinner that day as usual. The following day 
he complained of pains in his back, head and 
over the region of the stomach. Three days 
after the pain in back and head became worse 
and I was called in. This was on Sept. 26, 
1917. Upon inspection I found the patient 
somewhat flushed, with anxious expression. 
The head was slightly retracted and the mus- 
cles of the neck were stiff. He was lying 
upon his right side with left leg stretched at 
full length and right drawn up. The left leg 
was resting upon the right. The skin was 
normal in color, but very dry. Temperature 
102%. Perspiration, rash, eruption or glan- 
dular enlargement negative. No swelling 
about joints. On further examination I found 
the left leg almost useless. The extensor 
group of muscles were paralyzed, the flexor 
group acted very feebly. Against even the 
slightest resistance they refused to act. The 
peroneal group of muscles of right leg was 
paralyzed and considerable impairment of 
power in the flexors and extensor of the thigh. 

Digestive System—Apart from a_ coated 
tongue and marked constipation there was 
nothing of importance to note. 

Circulatory System—Pulse 108, full and 
regular. Condition of veins and arteries good.. 
Nothing indicative of cardiac lesion. 

Urinary System—Normal. 


Nervous System—The mind remained clear, 
bright and very active. 
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The deep reflexes 
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were absent. Hyperaesthesia marked. There 
were 10 convulsions or disturbance of speech. 


Case No. 2. 


Gordon Meaney—Aged 5 years and 4 
months, became suddenly ill two days after 
his brother. 
the morning he awoke sick at the stomach and 
vomiting, with pains in his back, head and 
legs. Temperature 102, pulse 120. Respira- 
tion 24, Hyperaesthesia marked. He had all 
the symptoms of a severe inflammation. On 
Oct. 1, after five days of illness, paralysis de- 
veloped in both arms, most marked in left, 
and in both legs. There was also paralysis of 
the facial and glossopharyngeal nerves. There 
was rapid wasting of muscles. The afternoon 
of the morning paralysis set in convulsions 
and delirium supervened and the patient died 
the following day, Oct. 3, at 10 a. m. 


Case No. 3. 


May Meaney—Sister, aged 11 months, sick- 
ened suddenly Oct. 1, but no vomiting. There 
was loss of appetite, coated tongue, tempera- 
ture 100, pulse 120, respiration about normal. 
Constipation not marked. Tenderness about 
body pronounced. On fourth day paralysis 
developed in muscles of left forearm. 


REMARKS 


At first IT thought I had a case of cerebro- 
spinal meningitis. When paralysis developed 
and muscles began to show wasting, together 
with absence of deep reflexes and acute onset, 
malady impressed itself upon me as cases of 
anterior poliomyelitis. 

On Oct. 1, two days before the death of the 
second child, I was fortunate in securing the 
services of Dr. Philip Holliday, an osteopa- 
thic physician of Montreal—fortunate as re- 
gards diagnosis and more so respecting treat- 
ment. Realizing the great and lasting benefit 
given some patients of mine I had him treat, 
two months previous, I gladly gave Dr. Holli- 
day a free hand in the treatment of these cases 
of infantile paralysis. I was interested to see 
how he could by his manipulative method re- 
lieve congestion of the brain and spinal cord. 

That he did so relieve pressure on these 
structures was proven by the fact that while 
the child was in a state of convulsions he 
would administer his treatment but a very 
short time, when the convulsions would cease, 
and the little boy would be able actually to 
recognize his own parents. 


This occurred not only once, but if I re- 
member rightly some half dozen times. It 
seemed to me that had Dr. Holliday been two 
days earlier he could have saved the child’s 
life also. 


He went to bed quite well. In © 
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His treatment in the cases of the oldest boy 
and the baby were most effective. In the case 
of the brother it restored his right leg to nor- 
mal condition, and I believe arrested the dis- 
ease in the left. The little sister shows now 
no ill effects whatever of the paralysis of the 
arm, and the boy, apart from a slight limp, 
which is weekly improving, is able to move 
freely about and play again with his compan- 
ions. F. Fisuer, M. D. 
CURLING, NEWFOUNDLAND. 


Organizing for Red Cross Work 


Dr. Ada A. Achorn, of Boston, who was 
elected a member of the A. O. A. Board of 
Trustees at the recent convention in Boston, 


Ada A. Achorn, of Boston. 


New Member of the A. O. A. Board of Trus- 
tees and Chairman of the Committee to 
Organize Red Cross Units Among 
the Profession. 


has been designated by the board as chairman 
of a committee to organize Red Cross units 
among members of the profession in cities 
where there are a dozen or more osteopaths. 

In pursuance of its campaign of activity 
this committee makes the following announce- 
ment: 

In accordance with the watchword of the 


ORGANIZING FOR RED CROSS WORK 


W. Curtis Brigham, Los Angeles, California, 
New Member of the A. O. A. Board of 
Trustees. 


hour—Service to Our Country-—a committee 
has been organized to push the work for the 
Red Cross in the osteopathic profession. 

An enormous amount of work is being done 
by osteopathic women and turned in through 
clubs, churches and other avenues, which 
should be increased and made to count for os- 
teopathy. 

It is the desire of the committee to organize 
a Red Cross Auxiliary wherever it is possible 
to get ten or more women together under the 
leadership of osteopathic physicians. 

The supreme need is for surgical dressings, 
which would seem to be the work best suited 
to our talents. 

The New York Osteopathic Auxiliary has 
sent a camp kitchen to France in addition to 
hundreds of surgical dressings and garments 
by devoting one evening and one afternoon 
each week to the work. 

If you are interested in this project write 
the committee at once for suggestions and 
help in organizing. 

Apa A. AcHoRN, 

MartHa PETREE, 

Auretia S. HEnry, 

WHITING, 

Mrs, H. F. UNpbERwoop, 
Committee. 
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Working for Osteopthy in Great Britain 


Dr. E. T, Phiels, of Birmingham, England, 
writes to the JourNAL to call attention to the 
following army council instructions, which he 
believes will be of interest to members of the 
profession in this country. He says: “We do 
not consider it a great accomplishment for os- 
teopathy, yet we would like the profession to 
know that the force which has compelled this 
apparent concession will be productive of 
greater things in the future. The osteopathic 
propaganda has been launched on very sound 
progressive lines, and the success of our pro- 
fession in the United States will assist us ma- 
terially in Great Britain.” 

The Army Council Instructions are as fol- 
lows: 


1. An officer or soldier who may wish to 
consult or obtain treatment from an unquali- 
fied practitioner at the latter’s residence may 
be permitted to do so at his own risk and ex- 
pense. 


2. Before permission is granted to visit such 
practitioner he must sign a statement to the 
effect that he fully understands that no liabil- 
ity fot any expense incurred during the treat- 
ment, or for any unfavorable effects that may 
arise as a result thereof will be admitted as a 
charge against public funds. 

3. Before the officer or soldier first visits the 
unqualified practitioner he must be examined 
by two medical officers, and a clear statement 
made out of his condition. This statement 
will be retained for reference in the military 
hospital in which the patient is accommodated. 

4. Accidents or untoward sequelae, the re- 
sult of treatment by an unqualified practitioner, 
will not be regarded as giving the individual 
any claim to gratuity or pension. 


TO ALL COMMANDS IN UNITED KING- 
DOM. 


With regard to A. C. I. No. 1802 of 1917, no 
obstacle will be placed in the way of any offi- 
cer or soldier who desires to avail himself of 
the services of a practitioner in manipulative 
surgery who is not possessed of a medical 
qualification. 

The procedure laid down in the above A. C. 
I. must be carried out as heretofore. 


An Appreciation of Osteopathy 
The following interesting communication 
addressed to the editor of the Philadelphia 
Press, was published in a recent issue of that 
paper: 
Sir—This is a note of appreciation and 
gratitude. I am beginning to recover from an 
illness of many years, which seemed to baffle 
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GREAT BRITAIN 


every kind of treatment and specialists of re- 
pute. Then an osteopath, who was also an 
allopathic physician, with an experience of 
twenty years’ practice of that cult, advised 
that X-ray photographs be taken of a tooth 
which was only a trifle sore. The X-ray 
showed an abscess at its root and also on the 
tooth next to it, which was not sore at all. 
Upon the removal of these teeth I began to 
recover in an astonishing manner. I have 
since learned that tooth-poisoning is now rec- 
ognized by the healing profession as the cause 
of much serious disease. 

Of course, that is not an osteopathic dis- 
covery. Only recently the papers announced 
the death of the discoverer of this important 
contribution to science. Dr. J. B. Callahan, a 
dentist, formerly president of the Ohio State 
Dental Association, and the recipient last year 
from the New York Dental Society of the 
Jarvis gold medal. The bad effects of dental 
abscesses, formerly thought to be wholly due 
to the poisons they threw into the blood stream 
at their focus, is now recognized to be much 
greater, since their toxic bacteria migrate 
through the blood and lymph streams, clog 
and obstruct the small blood vessels, inter- 
feres with nutrition, cause deformities, rheu- 
matism enlargements, and acute inflamma- 
tions. This sub-infection, or “focal infec- 
tion,” is now believed to be a greater cause of 
disease than the more widely proclaimed “au- 
toinfection.” 


Though the general osteopathic theory in- 
cludes poisoning as a cause of disease, its em- 
phasis lies in a somewhat different direction. 
Nevertheless, out of many physicians, it re- 
mained for an osteopath, a skilled bacteriolo- 
gist, abreast of current advances in the art of 
healing, to suggest tooth-poisoning as a pos- 
sible cause for my illness, which seemed, after 
many weary years of suffering, to doom me to 
hopeless, chronic invalidism. 

It is, therefore, entirely natural for me to 
have a warm feeling of gratitude toward the 
relatively new school of healing. Moreover, 
because of the union in my own case of the 
garnered experience both of the old therapy 
and the new,it is natural for me also to wish 
that those walls of prejudice which divide 
physicians of these different cults might be 
thrown down. My father was a physician of 
the old school, and I regard the good physi- 
cian as among the very finest types of human- 
ity without any exception. Though I inher- 
ited the traditions and bias which obtain in 
allopathic circles, I cannot refrain from ac- 
knowledging and giving the fullest apprecia- 
tion to good physicians, no matter what tag 
they wear. 

CHARLES TILDEN SEMPERS. 
Philadelphia. 
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Report From the Pacific Branch of the 
A. T. Still Research Institute 


Gifts for this work during June are as fol- 
lows: 

Through Drs. Stillman and Hinds, of Pas- 
adena, Cal.; Mrs. M. P. Armour, $25; Miss 
Julia Huggins, $25; Miss Verna Fish, $50; 
Mrs. M. P. Wheeler, $10; Wallace B. Good- 
win, $10; Patient, $1; Dr. Hinds (add.),°$2; 
Dr. Stillman (add.), $2 

Through Dr. Georgia Carter, Mrs. Kather- 
ine B. Keenan, $35. 

Additional gifts: Dr. R. D. Emery (add.), 
office rent and laboratory materials; Dr. Still- 
man (add.), seven rabbits, three guinea pigs; 
Dr. L, M. Whiting, microtome. 

Gifts received during July are as fol- 
lows: Through Drs. Carter and Robinson: 
Frank Keenan, $50; Mrs. Rosalind Osborne, 
$25; Mrs. Katherine Keenan (add.), $25; 
Miss Lucy Hifle, $10; Mrs. S. C. Dunlap, $10; 
Dr. Robinson (add.), $11; Dr. Carter (add.), 
$25: Mrs. Cecil Marsh, $10; Dr, Caroline 
Paine, $35. 

Additional gifts: Dr. R. D. Emery, office 
rent and laboratory materials; Dr. Stillman, 
guinea pig and rabbit for special purpose. 

Louisa Burns. 


MEDICAL 


Time for a Declaration of Independence 
From Medical Tyranny 


In view of the fact that The Saturday Eve- 
ning Post is the most widely read publication 
in the world today it may seem presumptuous 
to call attention to anything appearing in its 
pages, but it is possible that a point in the 
article in question may have escaped the no- 
tice of some of the JouRNAL readers, anyway, 
it offers too good an opportunity to score one 
on the Army medical department to pass it up. 
“Where Red Cross and Army Meet,” by Eliz- 
beth Frazer, is the story in question appear- 
ing in the July 6 issue, and it is most interest- 
ing and worth reading. In it she tells of the 
terrible strain on the hospital organizations at 
the front and on surgeons working sixteen 
hours at a stretch, and of the same devotion 
to duty by the nurses. 


“In the control of military hospitals the 
Red Cross has nothing more to say than it has 
with the control of United States troops, The 
nurses are Army nurses, recruited, to be sure, 
from the regular Red Cross lists, but never- 
theless absolutely under military author- 
ity. * * * 

“To these women is intrusted the welfare 
of America’s wounded. And next to the di- 
rect strain of combat which falls on the sol- 
diers, the heaviest stress comes upon the 
nurses and surgeons immediately behind the 
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lines, who receive and tend the immense back- 
wash of spent forces in war’s bloody tide. 
Everything possible should be done for this 
modest, selfless, hard-working group of wo- 
men to render them more efficient. 

“At present the Army ruling is that no 
women auxiliaries shall work in the wards. 
This leaves the entire burden of service upon 
the trained nurses and men auxiliaries, many 
of whom are nothing more nor less than raw, 
untrained privates impressed from the ranks 
for hospital duty, who never touched a band- 
age in their lives. In several cases these un- 
trained doughboys had the entire care of a 
ward for hours at a time, because there were 
not enough nurses to go round. 

“Can anyone conceive how pillows were 
shaken up, a broken leg eased or a crumpled 
draw sheet smoothed by this awkward squad? 

“In America at the beginning of the war 
the cry went up that we should have none but 
the most highly trained nurses in France to 
care for our wounded men. Auxiliaries were 
not good enough because they were not 
‘trained.’ And yet at the present moment in 
actual practice one finds able-bodied soldiers 
serving as auxiliaries in the wards who are 
greener than the greenest girl in the land. 
There are two objections to this practice: 
First, it subtracts directly from the man pow- 
er of which the Allies have such need; and 
second, of the two, an untrained woman is 
more efficient in a sick room than an un- 
trained man. A few men orderlies—not aux- 
iliaries—there must always be, one to a large 
ward or one to two small wards, but these 
should be chosen, as are the French military 
orderlies, from the ranks of those who are 
physically unfit. 

“Tn another hospital this point of view was 
confirmed, and a surgeon exclaimed to me in 
accents of despair: ‘Oh, for some nurses’ 
aids !’ 

“Tyo you really want some?’ I asked. 

“TYo I really want some!’ he repeated, 
mimicking me ironically. ‘I should say I 
really do. I’d give my kingdom for a couple 
of dozen right now. These gourd-green boobs 
of doughboys they’re palming off on us—’ He 
broke off to demand eagerly, ‘Say, do you 
know where I could get hold of some aids?’ 

“*Plenty of them.’ 

“Then, for the love of heaven—’ 

“«“but,they’re still in America. You know, 
the medical authorities at Washington put the 
veto on women aids. “The Government’s 
agin us’—to use Roosevelt’s famous phrase.’ 

““But they give us raw, untrained soldiers, 
who ought to be in the trenches handling a 
bayonet instead of a thermometer?” 
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“*And they use American girls in French 
military hospitals for aids?’ 

“ Yes,’ 

“‘*And English girls—C. A. D.’s—in British 
hospitals ?” 

*Yes,’. 

“*And undoubtedly we’re mighty short on 
man power right now?’ 

“Lloyd George says so.’ 

“*And do you know that there’s a whole 
American hospital unit at X——, one of the 
first units that came over, which has an en- 
tire staff of orderlies—strong, able-bodied 
young men, college graduates — who signed 
on, volunteering their services, simply be- 
cause they were so keen to cross over and 
get into the game, and they were assured that 
they could later transfer into the Army? 
Now they won’t let them go.’ 

‘Why 

“*Because they need them. Because they 
have nobody to take their places. No women 
aids. Somebody has to make the beds and 
carry the slops. And those fellows are eating 
their hearts out with mortification and grief. 
Women, of course, could do the work just as 
well or better. Why don’t we have them? 
Tell me.’ 

“*All right; I will. It’s because at the be- 
ginning of the war some eminent elderly bone- 
heads three thousand miles away from the 
scene of action preordained it should not be. 
They plotted out a nice little paper scheme 
beautiful to behold. It had just one small de- 
fect—it wouldn’t work. Over there they said 
there was no need for auxiliaries. If they 
needed them they shouldn’t need them; and 
therefore they mustn’t need them. But over 
here, in actual practice, we’ve got to have 
them. They’ve refused us women. So per- 
force we must use men. Untrained gawks 
who don’t know which end up of a thermome- 
ter. And in addition, for every man aid we 
use in hospitals we lose a fighting unit from 
the trenches.’ ” 

“Elderly boneheads” explains the whole sit- 
uation, and it will be considered seditious, un- 
patriotic and traitorous to question the infal- 
libility of said boneheads if one lifts his voice 
in protest. With the experience of three 
years on the front by the Allies to guide them 
these same boncheads have refused to see or 
learn from what the French and English have 
paid for in bitter tears. How long will 
American fathers and mothers stand silent 
and allow this stupidity to go on. Does this 
throw any light on the refusal of the authori- 
ties to permit osteopaths to minister to the 
needs of our wounded heroes on the fighting 
line? Those who had the privilege of hearing 
our attorney, Mr, Patterson, at Boston, will 
recall the story of his interview with the 
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president of the A. M .A. at Springfield, II, 
where he asked Dr. Bevan what should be 
done if a child was poisoned and an osteopath 
called; should he give an antidote in violation 
of the law, and the answer. came quick: “No; 
let the child die that that community shall 
learn not to employ other than regular physi- 
cians.” That is the broad humanity on which 
the greatest political combination that ever 
masqueraded under the name of science is 
founded, and that same creed applies to the 
Army medical service today at the front. 
“Get well our way or not at all” is the com- 
mand. It seems as if there should be another 
declaration of independence and a revolution 
for the benefit of those devoted men who are 
fighting for the freedom of the world only to 
be enslaved by a small and selfish gang of 
their fellow countrymen. 


Cuartes C. TEALL, D. O. 
WEepsport, N. Y, 


M. D. Prejudice Again 


A very unfortunate manifestation of the 
prejudice that leads medical doctors to exer- 
cise a rule or ruin policy in the practice of 
their profession is reported by the Boulder 
(Col.) Camera, which tells of a boy 14 who 
was taken unconscious to the University Hos- 
pital after being run over by an automobile, 
and whose removal was ordered because his 
relatives wished to place the case in the hands 
of Dr. L. B. Oberfelt, a local osteopath. 

When the boy’s aunt, with whom he lived, 
reached his bedside she was told by an M. D. 
that his condition was critical, although it was 
impossible to say whether or not he was in 
danger of death, since all his injuries except 
a few cuts and bruises were internal. The 
physician said that the injury to the boy’s 
head was possibly a fracture of the skull, but 
more probably a concussion. He then left. 

The aunt then summoned Dr. Overfelt, who 
examined the boy and reported that he was in 
a dying condition. The aunt telephoned the 
M. D. who had seen the boy that she wished 
to place the case in the hands of Dr. Overfelt, 
and he sent a written release of the patient to 
the superintendent of the hospital. Dr. Over- 
felt left to attend a relative of the boy who 
was prostrated by news of the accident. While 
at the house he received word from the aunt, 
who was still by her nephew’s side, that the 
superintendent had told her that if Dr. Over- 
felt was to treat the boy the patient would 
have to be removed to another place, as os- 
teopaths were not allowed to practice in the 
hospital. 

Dr, Overfelt was obliged to hurry, with the 
assistance of neighbors, and carry the boy in 
his critical condition from the hospital to a 
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JUSTICE FOR 


sanitarium. The superintendent in an attempt 
to meet the severe criticism of his conduct, 
denied that the boy had been “ordered” from 
the hospital, while in the same statement ad- 
mitting that it was his duty to see that the 
boy was removed because the board of re- 
gents, who have control of the hospital, had 
ordered that no osteopath be allowed to at- 
tend a patient there. 

The boy’s relatives and friends properly re- 
sented the statement of the hospital people 
that his condition was not jeopardized by the 
removal, and took the stand that the hospital, 
being supported by taxes, any accredited prac- 
titioner should be allowed to treat patients 
there. 

Maybe it was another instance of the offi- 
ciously biased interpretation of a ruling not in 
itself discriminatory. On behalf of the re- 
gents it is stated that they made an order that 
none but those qualified to practice under 
modern scientific standards should be per- 
mitted to practice at the hospital. Perhaps 
those in charge of the hospital assumed, with 
autocratic impertinence, to decide that osteo- 
paths are not qualified under modern scientific 
standards. 

In a statement sent to the Camera, protest- 
ing against misleading remarks by M.D. physi- 
cians connected with the hospital, Dr. Over- 
felt makes the point: “There is a law that was 
passed by the State Legislature in 1916, which 
gives the osteopath the same license as the al- 
lopath.” Of course the public of Boulder 
should take pains to find out by what right a 
public institution maintains a discrimination 
in direct violation of the laws of Colorado. 


Hospital Rejects Osteopaths’ Clinic 

The Denver (Col.) Times of August 3 
publishes the following telegraphic report 
from Colorado Springs: 

“Between fifty and seventy-five osteopaths, 
all of them delegates to the Rocky Mountain 
Osteopathic conference here, were refused ad- 
mittance to Glockner sanitarium this morning, 
when they went there to witness a number of 


_ Clinical operations which previously had been 


arranged for. 

“The operations were to have been per- 
formed by Dr. G. M. Laughlin of Kirksville, 
Mo., of the American School of Osteopathy, 
and eight patients were already awaiting the 
coming of the doctor in the hospital. When 
Dr. Laughlin and the delegates arrived at the 
hospital they were met by the sister superior, 
who notified them that objection had been 
made to their using the hospital, and that they 
would have to perform the operations some- 
where else. 
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“The patients were finally taken to a pri- 
vate office in the Burns building, where the 
operations were performed. 

“No statement was given out as to why the 
hospital had been refused but it is generally 
understood that it was on account of the sen- 
timent expressed by the osteopaths at a meet- 
ing yesterday when they objected to the al- 
leged discrimination practiced by doctors of 
medicine against their branch of the ser- 
vice. All through the conference the senti- 
ment of the delegates has been that they have 
been discriminated against by the government 
by not being permitted to accept commissions 
in the medical corps of the Army and it is 
expected that formal protest will be made by 
the convention before it closes its sessions. 

“Dr. Laughlin was greatly incensed at the 
action of the hospital authorities. ‘I have 
performed operations in virtually every large 
hospital in the country,’ he said, ‘and this is 
the first time that I have suffered such 
indignity.’ He expressed himself as aston- 
ished that Colorado Springs authorities should 
permit such action on the part of the hospital 
and reiterated that the osteopathic profession 
was being discriminated against by members 
of other branches of the healing profession.” 


A Matter of Justice and Sense 


Under the above heading. the Colorado 
Springs Gazette of Aug. 3 publishes an ex- 
cellent editorial in support of Army recogni- 
tion of osteopathic physicians. The editorial, 
which was presumably inspired by the very 
successful Rocky Mountain Osteopathic Con- 
ference held in Colorado Springs Aug. 1, 2 
and 3, says: 

“This is no time for quibbling distinctions 
between methods or beliefs. It is a time for 
action—a time when every helpful agency is 
needed and should be utilized. We believe 
that there is no more rhyme or reason— 
though there may be more disastrous results 
—in prohibiting osteopaths to add their as- 
sistance to all the medical men are doing for 
the physical welfare of the fighting men than 
there would be prohibiting the Knights of 
Columbus to work alongside the Y. M. C. A. 
for the spiritual welfare of those same men. 

“Osteopathy is very new as compared to 
the other sciences of healing, and has not yet 
been fully accepted by all those who base 
their practice on or put their faith in medi- 
cine. Yet we know that osteopathy has ac- 
complished many wonderful things—witness, 
for instance, the remarkable cure from total 
blindness which osteopathy achieved for Sig- 
naller Tom Skeyhill, who has this week been a 
visitor and speaker in Colorado Springs. It 
cannot be said fairly that osteopathy has suc- 


, 1918 
d be 
ation 
‘No; 
shall 
hysi- 
rhich 
ever | 
e is 
| | 
ront. | 
-om- | 
ther 
>. | 
the 
cer- 
of 
der 
vho 
ile, 
his 
nds 
ed, 
D. 
vas” 
in 
ept 
‘he 
y’s | 
ut 
ho 
in 
he 
ed 
It, 
to 
T- 
ho 
ile 
nt, 
he 
T- 
Id 
in 


46 HONOR ROLL 


ceeded where other medical sciences have 
failed; but, on the other hand, it is equally 
unfair to say that osteopathy has failed where 
other systems have succeeded. In time of 
war, as in time of peace, there is room an 
need for both methods. : 

“The osteopths should be received into the 
Government service on their merits. They 
ask no favors; they expect their commissions 
only when they have passed the identical ex- 
aminations which all other Army and Navy 
medical men must pass. To discriminate 
against them, on this basis, is to deny the 
American soldiery a form of healing upon 
which many of them have depended in their 
civilian life, and which, in many cases, will 
mean their health and happiness. 

“Furthermore, the osteopaths should be 
given an opportunity to do their share. They 
have the outcome of the war and the welfare 
of the American men as much at heart; they 
are as anxious to,see lives saved and wounded 
men recovered as are the physicians and sur- 
geons of other schools. They ask only to be 
allowed to give of their time, their numbers 
and their knowledge to their country and their 
countrymen, 

“Congress should give them their chance.” 
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SERVICE FLAG 


The osteopathic service flag reproduced 
in this issue of the JouRNAL was prepared 
for dedication at the A. O. A. annual con- 
vention in Boston. Many members of the 
profession have since joined the different 
branches of the military service. The re- 
production of the flag is suitable for fram- 
ing to hang in one’s office, and this use of 
it is suggested. 

The following members of the osteopathic 
profession are now in the war service of 
their country. Home addresses are given 
in parenthesis and the camp address fol- 
lows. 

Co-operation of JouRNAL readers is de- 
sired in maintaining the completeness and 
accuracy of this list. Those having rela- 
tives or friends in the service are requested 
to send information for record here. 


Adams, Ned (Edward), (Dodge City, Iowa), 
148th inf., Camp Sheridan, Ala. 

Alexander, Dr. I. W., Medical Corps, Goat Isl- 
and, San Francisco, Cal. 

Alexander, J. R., Navy, Co. C., Norfolk, Va. 

Alexander, Louis B., Co. D, 35th Eng., A. E 
F., France. 
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Allison, J. S. (Los Angeles, Cal.), Y. M. C. A. 
war service. 

Ames, Allen P. (Burlington. Vt.). Hospital 
Corps, Fort Ethan Allen, Vermont. 

Ammerman, T. W., Co. J, 7th Reg., Camp 
Perry, Great Lakes, III. 

Anderson, J. K., U. 5. Rifle Range, Annapolis. 

Aten, Rex G., Fourth Officers’ Training Camp, 
Camp Dodge, Iowa. 

Atkinson Donald A. (Swanton, O.), Detention 
oe. 15, Co. 12, Camp Greenleaf, Ft. Oglethorpe, 

a. 

Auberle, F. V., Camp Merritt, N. J. 

Bagley, R. A. (Moyock, N. C.), San. Det., 
116th Inf., Camp McClellan, Ala. 

Bagwill, Lisle, Field Hosp. 157, Camp 
Kearney. 

Bailey, Donald A. (Detroit, Mich.), Bat. A, 
329th F. A., American E. F., France. 

Bailey, Walter E. (St. Louis, Mo.), Lieut, 342d 
Infantry, Camp Grant, Rockford, III. 

Baldwin, B. B. (Jefferson City, Mo.), Lieut. 
358th Infantry, Camp Funston, Kan. 

Balmat, David W. (Carthage, N. Y.), Tank 
Corps, Camp Colt, Gettysburg, Pa. 

Barham, G. Stanley (Chicago, IIl.), Medical 
Corps, Camp Grant, Rockford, III. 

Barnes, Dr. S. D., Camp Beacon, Calexico, Cal. 

Baronidis, Royal. On ward duty, Camp Lewis, 
Wash. 

Barr, Guy L., Med. Dept., Navy, 2418 Wood- 
haven Ave., Woodhaven, L. I. 

Barrett, G. W., Sergeant Field Medical Supply 
Depot, Co. 3, American Expeditionary Forces. 

Barrett, H. L. (Portland, O.). 

Barstow, Byron B. (Dorchester, Mass.), 32d 
Co., 8th Bn. Depot Brigade, Camp Devens, 
Mass. 

Bassett, V. C., Training Station, Urbana, II. 

Beaton, Dr. Hugh, Fort Oglethorpe, Ga. 

Beatty, Chas. H., Co. B, 4th Reg., Camp Perry, 
Great Lakes, IIL. 

Beeman, George M., Gen. Hospital No. 18, 
Waynesville, N. C. 

Bell, Chester E. (Magnetic Springs, O.), Fifty- 
seventh Squadron, Bay Center, Washington. 

Benedict, Dr. A. W., 324th H. F. A. Supply Co., 
Camp Sherman, Ohio. 

Bernhardi, L. A. (Jamaica, N. Y.), Medical 
Corps, 306th Infantry, American Expeditionary 
Forces, via New York. 

Berry, Russell, South Armory, Boston, Mass. 

Betts, W. E., Sergeant Ambulance Co. No. 33, 
4th Div., Camp Greene, Charlotte, N. C. 

Bibelow, Gordon, Co. 162d Inf., Div. 41, 
France. 

Bigsby, Frank L., Capt., Medical Corps, Fort 
Oglethorpe, Ga. 

Birtles, J. Earle (Doylestown, Pa.) 

Blackington, F. S. 

Blaisdell, F. Gardner (Allston, Mass.) 

Boatright, Bernard D., Aviation Corps, Camp 
Gordon, Atlanta, Ga. 
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Bondhus, T. B. (Chicago, III.) 

Boulware, M. T., Barracks 107, 348th Infantry 
Casual Detachment Co., Camp Pike, Ark. 

Bowman, C. Howard (Gouverneur, N. Y.), 
Medical Corps, Base Hospital, Camp Lee, Peters. 
burg, Va. 

Boyd, Nathaniel W., Aviation, Flying, U. S 
School of Aeronautics (awaiting call). 

Boyer, W. Brent, Quartermasters’ Corps, Camp 
Joseph E. Johnston, Fla. 

Brayton, F. C., 11th Co., Sanitary Detach., 
Ft. McArthur, San Pedro, Cal. 

Broadbent, Sidney R. (Los Angeles, Cal.), 
Base Hospital Omaha, Neb. 

Brown, Norwal E. (Winchester, Ind.), in ser- 
vice overseas. 

Browne, Louis E. (Kirksville, Mo.), Med. 
Betts Gen. Hospital No. 14, Fort Oglethorpe, 

a. 

Brownell, Frank (Excelsior Springs, Colo.), 
Capt. Heavy Field Artillery, Jefferson Bar- 
racks, St. Louis, Mo. 

Brunsman, A. R. (Grandview, Iil.), 7th Co. 
Eastern N. » Fort Totten, N. Y. 

Buck, H., Sesund Lieut., Tank Corps, Camp 
Colt, Gettysburg, Pa. 

Buckingham, J. R., Camp Lewis, Wash. 

Buckman, R. F., Camp Lewis, Wash. 

Bueler, Dr. Eugene L., Medical Dept., New Or- 
leans, La. 

Burdett, Fletcher H., Medical, Navy. 

Burkhart, E. M., Ellington Aviation Field, 
Quartermaster’s Corps, Houston, Texas. 

Burns, Marion L. (Los Angeles, Cal.) Mather 
Flying Field, Squadron 43, Sacramento, Cal. 

Bush, Dr. Earl A., Barracks 50, Base Hospital, 
Camp Hancock, Augusta, Ga. 

Bush, F. Louis, Hospital A, Camp Jackson, S. C. 

Bush, Leroy A. (Jacksonville, Fla.), Medical 
Corps, Fla. National Guards. 

Caldwell, Roy L., Co. G, 356th Inf., Camp 
Funston, Kan. 

Calisch, Harry F. (Richmond, Va.), No. 116 
Va. Coast Artillery, Ft. Monroe, Va. 

Campbell, H. H. (Portland, Me.), Base Hos- 
pital, Camp Dodge, Iowa. 

Campbell, Harry H. (Portland, Me.) 

Card, Geo. B., Aviation Flying, U. S. School 
Aeronautics. 

Carle, Robert L., First Lieut., 131st Machine 
Gun Battalion, Camp Bowie, Ft. Worth, Texas. 

Carlin, W. R. (Dwight, Ill.), 44th Co., 4th Inft., 
Rep. Reg., Camp Gordon, Ga. 

Carroll, L. J. (student), Medical Dept., 122d 
Reg. Field Art., Camp Logan, Houston, Texas. 

Carson, E. J. (Fayetteville, N. C.), First 
Lieut. Co. H, 322d Inf., Camp Jackson, S. C. 

Carter, J. M., Lieut., Quartermaster’s Corps, 
Camp Wadsworth, Spartanberg, 

Cash, Byron ,(Des Moines, Iowa), Medical 
Corps, Fort DesMoines, Iowa. 

Cathcart, Dr. Nelson H., Infirmary 14, 356th 
Infantry, Camp Funston, Kan. 
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Catrun, Lee R., Radio School, Barracks 721, 
Co. J, Camp Perry, Great Lakes, III 

Chaplin, Arthur W. (Thomasville, Ga.), Sgt., 
Med. Dept., Post Hospital, Fort Morgan, Ala. 

a Raymond L., Medical Corps, Camp 
Dodge, I owa. 

Clark, G. D. (Gouverneur, N. Y.) 

Clark, Raymond (Syracuse, N. Y.), X-Ray 
School, Washington. 

Claverie, Jean Baptiste, care Richard Magnus, 
28 Rue d’Hauteville, Paris. 

Cleary, C. Stuart, Battery A, Tenth Battalion, 
Camp Jackson, S. C. 

Cole, John D. (Champaign, Ill.), Coast Artil- 
lery Corps, Ft. Worden, Wash. 

Collinge, P. T., Co. A, 316th U. S. Engineers, 
Camp Lewis, American Lake, Wash. 

Cook, Charles C. (Saginaw, Mich.), Base Hos- 
pital 105, Section E, Hosp. Group, Camp Green- 
leaf, Chickamauga Park, Ga. 

Cooke, H. T. (Dayton, O.), 22d Recruit Co., 
Seventh Platoon, Fort Thomas, Ky. 

Cowger, R. H., Camp Funston, Kan. 

Cox, F. William (Springfield, O.), Camp Sher- 
man, Chillicothe, Ohio. 

Craig, William A. (Grove City, Pa.), Wal- 
ter Reed General Hospital, Washington, D. C. 

Craven, Dr. Jane Wells, Centre Hospitalier B, 
Sector Postal 8, Sonilly Meuse, French Army, 
France. 

Crookshank, I. A. (Albert Lea, Minn.), Sur- 
gical Sec. K, Ft. Riley, Kan. 

‘ + ae J. W. (Plant City, Fla.), Columbia, 


Crusen, Greggs (Grinnell, Iowa), Camp 
John, Columbus, S. C. 


Cummings, W. S. (Lakewood, N. J.) 

Cunningham, Malcolm, Ist Lieut., Fort Benja. 
min Harrison, Ind. 

Cunningham, Russell P., Ward No. 4, U. S. 
Naval Hospital, Portsmouth, Va. 

Currie, Wm. P. (Montreal, Can.), C. A. M. C., 
T. D. No. 4, Can. Expeditionary Force, Montreal, 
Quebec, Can. 

Curry, R. E. (Farmer City, III.) 

Dakin, Russell S. (Fredericton, N. B.), Co. 
45, Battery 12, 153d D. B., Camp Dix, N. J. 

Dalrymple, C. A., Camp Funston, Kan. 

Dangler, Joseph H., Co. E, Barracks A, Hospi- 
tal School, Great Lakes, IIl. 


Davidson, Frank, Reg. 361 Infirmary, Cam 


Davis, Harry L., Barracks A, Co. 2 D, Hospital 
School, Great Lakes, Ill. 

Deeming, Paul, 1st Lieut., Aviation Corps, Chi- 
cago, IIL 

De Lario, Dr. C. E. (Cleburne, Texas). 


Deming, Edw. C., Co. D, 162d Inf., 41st 
Div., France. 


De Muth, L., Med. Dept., Base Hosp., Camp 
Kearney. 


Dickinson, D. S. (Des Moines, Iowa). 


A., | 
18 
A. 
al 
np 
iD, 
on 
e, 
Ris 
ip 
A, 
2d 4 
ik 
al 
1. 
is, 
d- 
ly 
( 
8, 
i” 
al 
ry 
1, 
rt 


48 HONOR ROLL 


Dilatush, Frank A. (Lebanon, O.), 1st Lieut. 
147th Infantry, Camp Sheridan, Ill. 

Dobson, Harry C. (Forest City, Iowa), A. S. 
S. C.. Medical Dept., Plot 3, Camp Sevier, Green- 
ville, S. C. 

Dodge, P. J. (student), Malden, Mass. 

Dunn, D. G. (Granite Falls, Minn.), enlisted 
in Hospital Corps. 

Dunning, John J. (Westbrook, Me.), Y. M. C. 
A. service overseas. 

Dyer, L. Q. 

Dykes, L. M. (Johnson City, Tenn.), 1st Lieut 
Medical Corps, Camp Mead, Md. 

__ Edwin, Edward S., Serg. First Class Med. 
Det., 346 Field Artillery, American E. F 

Eccles, Chas. M., Aviation. 

Eddy, Guy G., Med. Dept., 122d Reg. Field 
Artillery, Camp Logan, Houston, Texas. 

Edwin, E. S., Medical Infirmary, 346th wae 
Artillery, Camp Lewis, Wash. 

Elkins, George S. (Vermont). No. 2,098,882, 
12th Canadian Field Amb., B. E. F., France. 

Elvins, Richard. 

England, Victor (Des Moines, Iowa), Med- 
ial Corps, Fort Des Moines, Iowa. 

Engler, Ned (Clay Center, Kan.), Cavalry, 
Regular Army, Honolulu, T. H. 

English, Ray (Newark, N. J.), Base Hospital 
No. 48, Fort McHenry, Md. 

Engstrom, T. F. (Marysville, Cal.), unknown. 

Epperson, U. M., 363d Inf., 30th Co., 8 Bn., 
166th Depot Brigade, x: "Lewis, Wash. 

Erwin, Dr. Morris J., U. S. A., A. S. Section 
603, Allentown, Pa. 

Evans, C. B., Med. Aviation, Gustner Field, 
Lake Charles, La. 

Evans, H. Walter, Aviation, Non-Flying, U. S. 
School of Aeronautics (awaiting call). 

Farmer, Frank C. (Chicago, Ill.), Capt. Med- 
ical Corps, U. S. Army. 

Farrell, Clarence E., 143d Field Artillery 
— 40th Div., Camp Kearney, San Diego, 

al. 

Foster, S. D. (student), Med. Dept., 122d Reg. 
Field Art., Camp Logan, Houston, Texas. 

Gahan, Dr. E. J., Mare Island Navy Yard, San 
Francisco, Cal. 

Gano, Chas. H., Military Hospital No. 1, Neuil- 
ly-Sur-Seine, France. 

Garrigues, L. L. (Spokane, Wash.), Ft. Sill, 
Oklahoma. 

Gaudy, P. B., Aviation School, O. T. C., Cham. 
paign, 

Gercke, George A., Ordnance Dept., Camp 
Meade, Md. 

Gibbs, Stephen B. (Conn.), Sergeant Medical 
Unit, Camp Hancock, Augusta, Ga. 

Gibbs, Selwyn, Medical, Navy. 

Gilmore, Geo. I., Sanitary Troop, 356th Inf., 
Camp Funston, Kan. 

Gockley, C. I. (Wenatchee, Wash.), Base 
Hosp., Medical Dept., Camp Lewis, Wash. 
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Goode, J. L., served 3 mo., dismissed, Camp 
Kearney. 

Goodfellow, John, Aviation Section, Signal 
Corps, Rockwell Field, San Diego, Cal. 

Gould, H. E., Infantry. 

Graham, Claude (Lake Preston, So. Dak.) 
Co. E, Fourth Pioneer Inf., Spartanburg, S. C. 

Grapek, Charles, 42d Co., 11th Bn. Depot Brig., 
Camp Devens, Mass. 

Gray, H. V., served 3 mo., dismissed, Camp 
Kearney. 

Green, Russell (Washington, D. C.) 

Gregory, Roger W. (New York City), Hos- 
pital Corps, Setion Base, Cape May, N. J. 

Griffith, Dr. Fred V., Great Lakes Naval Train- 
ing Station, Chicago, Ill. 

Gripe, Otto H., Hosp. Corps 325th Field Ar- 
tllery, Camp Zachery Taylor, Ky 

Grise, Harry M., Base Hospital, Camp Sher- 
man, Chillicothe, Ohio. 

Groenwood, Andrew S., Aero Field, San An- 
tonio, Texas. 

Grossman, S. L. (Ridgway, Pa.), Camp Lee, 
Petersburg, Va. 

Grua, O. T., 4th Squad., A. S. S. C., Camp 
McArthur, Waco, Texas. 

Guilbert, S. C., Barracks 125 South, Co. F, Reg. 
1, Camp Dewey, Great Lakes, II. 

Hain, Harold S. (Sedalia, Mo.), Camp Funs- 
ton, Kan. 

Hall, Horace A., Ambulance Corps, 315, Camp 
Meade, Md 

Hall, H. H. (student), Ambulance Corps, 314, 
Campe Meade, Md. 

Hanson, Harold S., Co. E, First Reg’t., Camp 
Dewey, Great Lakes, III. 

Hardie, D. H. (Galena, IIll.), Med. Dept., 
342d Inf., Camp Grant, IIl. 

Hardy, W. T., 18th Co., Medical Corps, Fort 
Oglethorpe, Ga. 

Harker, Glenn L., Ist Lieut., General Hospital 
No. 13, Fort Sam Houston, Texas. 

Harper, John W., Aviation. 

Hart, Ray C. (Lamonia, Iowa), Yard Dispen- 
sary, Mare Island, Cal. 

Harth, C. P., First Lieut., Co. D, 357th Inft., 
Camp Travis, Texas. 

Hathorn, John D. (Crowley, La.), Base Hos- 
pital, Camp Travis, San Antonio, Texas. 

Hayden, Rufus J., 352d Medical Detachment, 
Camp Dodge, Iowa. 

Hays, Dr. R. E., Fort Riley, Kan. 

Hazeltine, George, U. S. Naval Hospital, New- 
port, R. I 

Healy, F. H. (Braymer, Mo.), Surgical Sec. 
K, Ward L 63, Base Hospital, Ft. Riley, Kan. 

Heard, Charles R., Aviation Flying, U. S. 
School of Aeronautics. 

Hedgepeth, T. H. (St. Joseph, Mo.), J. B. 
unit, Hospital Corps, Camp Dodge, Iowa. 

Heiny, John D., 2d Lieut., Co. C, 139th Infan- 
try, Ft. Sill, Okla. 
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Heinzman, Frank M., Rainbow Division, Amer- 
can Forces in France. 

Heney, Fred (Laconia, N. H.) 

Hess, Lawrence T. (Zanesville,O.), Base Hos- 
pital, Depot Brigade, Camp Sherman, Chillo- 
cothe, 

Hellreigel, R. W., Med. Corps, Base Hospital, 
Camp Dix, N. J. 

Hess, Elmer C., 866th Aero Repair Squad- 
ron, Aviation Field No. 2, Hempstead, N. Y. 

Hix, Ralph A., 157th Field Hosp. 115th 
Sanitary Train, Camp Kearney. 

Hoard, Ralph, 157 Field Hospital, 40th Div., 
Camp Kearney, San Diego, Cal. 

Hoffmann, S. Wallace (Statesville, N. C.), 
Base Hospital, No. 65, Fort McPherson, Ga. 

Holt, G. E., Camp Funston, Kan. 

Hoose, Frank H., Jr., Med. Dept., 109th Infan- 
try, Camp Hancock, Augusta, Ga. 

Hoover, M. W. (Houston, Texas) ), unknown. 

Hopkins, H. P. (Perry, Mo.), student, Camp 
Funston, Kan. 

House, Marshall S. (New Britain, Conn.), Co. 
39, Tenth Bat., 151st Inf., Depot Brigade, Camp 
Devens, Ayer, Mass. 

Howard, George W., Hospital Corps. 

Howard, Horace J., Measles Ward, Camp 
Lewis, Wash. 

Howard, W. S. (Las Cruces, N. M.), student. 

Huer, L. W., Officers’ Training School, 
Camp Kearney, San Diego, Cal. 

Hughes, C. A. (Ellensburg, Wash.), Medical 
Corps, Fort Riley, Kan. 

Hughes, R. E., Dental Infirmary Detach- 
Ot 40th Div., Camp Kearney, San Diego, 

al. oe 
Huneryager, I. C., Naval Detention Camp, San 
Francisco, 

Huntington, H. A., Ambulance Co. 19, Med. 
Officers Training Camp, Ft. Riley, Kans. 

Hunziker, Fred O., Camp Dodge, Des Moines, 
lowa. 

Hurt, W. T., 162d Aero Squad., Wright 
Field, Dayton, Ohio. 

Ibach, Carl (student), Fort Hospital, Des 
Moines, lowa. 

Illsley, W. W., Ward Master, Ward 21, 
Camp Lewis, Wash. 

Ingle, J. L. (La Grande, Ore.), Signal Corps, 
Reserve, Aviation Section, San Diego, 


Ireland, R. C., Base Hosp., Med. Dept., Camp 
Lewis, Wash. 

Irving, C. E., Field Hospital 157, San. Tr. 
115, Div. 40, Camp Kearney, San Diego, Cal. 

Jack, Alvah G., Med. Dept., 315th Infantry, 
Camp Meade, Md. 

Jelks, Albert A. (Macon, Ga.), Emory Base 
Hospital unit, American E. F., Italy. 

Johnson, A. B., Co. G, Second Regiment, Camp 
Dewey, Great Lakes, III. 


Johnson, Fred E., Camp Funston, Kan. 
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Johnston, Frank J., Evacuation Hospital No. 
9, American E. F. 


Jones, Dr. Earl D., First Lieut. in Medical 
Dept. of 3d Idaho National Guard Unit. 

Jones, Dr. G. C., Milledgeville, Ga. 

Jones Grover C., Tank Corps, Camp Colt, Get- 
tysburg, Pa. 

Jones L. I. (Des Moines, Iowa). 

Jones, P. Keller, Base Hospital No. 64, Camp 
Sevier, S. C 

Kalmbach, R. E., Fort Oglethorpe, Ga. 

Kalt, Albert Victor, Co. A, 316th U. S. Engi- 
neers, Camp Lewis, American Lake, Wash. 


Keckler, John W. (Hagerstown, Md.), In- 
or B-11, 154th Depot Brig., Camp Meade, 


Kell, Robert I. (Oakland City, Ind.), Camp 
Taylor, Ky. 

Kellain, Lawrence J., Med. Corps, Camp 
Greenleaf, Fort Oglethorpe, Ga. 

Kelly, John, Med., Navy. 


Kelly, Dr. O. S., Aviation. On special duty at 
Oklahoma City, Okla 


Keyes, W. J. (Portsmouth, O.), Captain 134th 


Field Artillery, Camp Sheridan, Ala. 


Kidwell, J. R. (Jackson, Miss.), Sergeant, Q. 
M. Dept., Camp Beauregard, La. 

Kilman, Dr. Joseph E., Medical Reserve Corps, 
Indianapolis, Ind. 

King, Errol R., Serg., 164th Field Hospital, 
116th Sanitary Train, American E, F., France. 

King, Robert M., Camp Funston, Kan. 

Kline, Curtis, Waco, Texas. 

Knowlton, John (Chelsea, Mass.), Camp Dev- 
ens, Ayer, Mass. 

Kohlmeyer, Paul R., Motor Co. No. 3, Camp 
Greenleaf Annex, Chickamauga Park, Ga. 

Kraft, Glen H., Camp Hancock, Ga. Aviation. 

Lacy, Dr. P. F., Spruce Division, Vancouver, 
Wash. 

La Plount, E. V., Isolation Ward, Camp 
Lewis, Wash. 

Lamb, Howard E., Med. Det., 354th Infan- 
try, American E. F. 

Lamb, W. B. (Middletown, O.), U. S. N. Hos. 
pital, Annapolis, Md. 

Lambert, Lester C., Camp Dodge, Des Moines, 
Iowa. 

Larkin, Harry, 157 Field Hospital, 115th 
Sanitary Train, Camp Kearney, San Diego, Cal. 

Laslet, Raymond (Jersey City, N. J.) 

Lawrence, 7 W., U. S. Navy. Home address, 
R. 1, Maxon Mill, Ky. 

Lee, Morgan P., 363d Infantry Infirmary 
American E. F, 

Lemaster, F. L., Ambulance Corps, Ft. Sill, 
Okla. 

Lemaster, F. E., Headquarters Co., 356th Inf. 
Reg. Band, Camp Funston, Kan. 

Leonard, Herman M. (El Paso, IIl.), Co. 21, 
C. A. C., Fort Terry, N. Y. 
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Levegood, Robert R., Serg. M. D., Base 
Hospital, Camp Hancok, Ga. 

Lewis, W. B., Regimental Infirmary, 19th Inf., 
Fort Sam Houston, Texas. 

Lindsey, Owen S., 410 Sq. A. S. S. C., Vancou- 
ver Barracks, Wash. 

E. S. Linhart, National Army. 

Linton, Melvin (Dorchester, Mass.) 

Lippincott, Howard (Moorestown, N. J.), Mis- 
sion des-Annis, Rue de la Liberte, Role-du-Jura, 
France. 

Long, Custer B., Infirmary Co. 4, 305th Ammu- 
nition Train, Camp Lee, Va. 

Long, H. J. (Toledo, O.), unknown. 

Longstreth, G. E.,;Camp Funston, Kan. 

Losee, Gordon P. (Westfield, N. J.),, Field 
Hospital No. 309, Camp Dix, N. J. 

Lotts, D. M., U. S. Naval Training Sta., San 
Francisco, Cal., c-o Hospital School. 

Lundgren, Dr. Abel L., Fort Dodge, Iowa. 

Lyngholm, Thorwald, Field Hospital Co. 344, 
Camp Grant, IIl. 

Mack. Frank A. (Arlington, Mass.), Medical 
Corps, Base Hospital, Camp Devens, Mass. 

MacDonald, F. A., Base Hosp., Camp Kear- 
ney. 

Mac Leod, John, No. 2,101,027, Tenth Siege 
Battery, Fort Cambridge, Halifax, N. S. 

MacRae, Dr. J. N., Capt. 18th Batt. Canadian 
Inf., B. E. F., France. 

Maddox, H. H. (Mattoon, IIl.), Co. C, 7th 
eet. Barracks 729, Camp Perry, Great Lakes, 


Manning, Ralph A. (Everett, Mass.), Naval 
Hospital Reserve, Newport, R. I 

Martin, W. W., Lieut., Medical Corps, Camp 
Funston, Kan. 

Masterson, W. P., Med. Navy, League Island 
Navy Yard, also 1726 S. 18th St., Philadelphia. 

Maxfield. George W. (Grinnell, Iowa), Wal- 
ter Reed General Hospital, Washington, D. C 

Maxfield, W. G. (student, Bloomfield, N. J.), 
Sergt., Barracks 52, Ft. Slocum, N. Y. 
ee W. S., Camp Sheridan, Chillicothe, 

hio 

McConkey, Wayne, Bacteriological Dept. 

McMains, Henry A., Army Y. M. C. A. 

McDowell, Roy J., Infirmary, 305th Ammuni: 
tion Train, Camp Lee, Va. 

McClure, Max R., unknown. 

McDaniel, V. G., Div. Sanitary Unit, No. 1, 
Div. 33, Camp Logan, Houston, Tex. 

McGregor, H. H., Sgt., First Infirmary, 3 Bn., 
159th D. B., Camp Zachary Taylor. 

McKay, N. P., Co. F, 7th Reg., Camp Perry, 
Great Lakes, III. 

McMahon, Dr. Bernard S., 2d Lieut., Camp 
Sheridan, III. 

McQuirk, Phil S. (Spirit Lake, Iowa), un- 
known. 

Meador, A. P. (Hinton, W. Va.) In train- 
ing at Richmond, Va 

Mearns, Jack T. (Brooklyn, N. Y.), Sec. 32, 
U. S. Medical Corps, Allentown, Pa. 
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Messick, Orville W. (Chicago, IIl.), 16lst 

Ambulance Corps, American E. F. 

Mikel, Dr. C. E., Med. Dept., 350th Inf., Camp 
Dodge, Iowa. 

Miller, Harry I. (Morgantown, W. Va.) 

Miller, Roy N. (Atlamont, Ill.), Battery E., 
Reg. 71, C. A. C., Fort Andrews, Boston Har- 
bor, Mass. 

Mitchell, Dr. E. B. Home address, Waycross, 
Georgia. 

Montague, C. C., Barracks 9395, Camp Farra- 
gut, Great Lakes, 111 

Morey, E. 

Morgan, Thomas L. (Lincoln, Neb.), Naval 
Training Station, Hospital Training School, 
Goat Island, San Francisco. 

Mulford, G. S. (Stamford, Conn.) 

Murray, Robert (Somerville, Mass.) 

Myes, George W. (East Orange, N. J.), 
a ee Corps, Section Base, Cape May, 


we George C. (Ashtabula, O.), R. F. D. 
a: 3. 

Neilson, Norman J., 805809. Base Hospital 28, 
American Expeditionary Forces, via New York. 
we Wn. C., 363d Reg. Inf., Camp Lewis, 

ash 

Newcomb, Paul, M. F. H. S., Commonwealth 
Armory, Allston, Mass. 

Newell, Carl. L.. (Brunswick, Me.), Med. 
Dept., Lake Charles, 

Newell, Carl L., Med. Aviation, Gustner Field, 
Lake Charles, La. 

Nicholson, F. M. (Chicago, Ill.), unknown. 

Nickerson, F. S., Med. Base Hosp., Camp 
Lewis, Wash. 

Nies, Carl H. (student), 352d Field Hospital 
Co. 313, Sanitary Training, Camp Dodge, Des 
Moines, Iowa. 

Norris, Fred (Cambridge, Ohio), Top Sergt., 
Med. Det., 308th Engineers, American E, F. 

Ohewelies, Claude E. (Navy), Co. 15, Hosp. 
School, Goat Island, S. F. 

Olmsted, Curtis, U. S. Naval Reserve, Com- 
monwealth Pier, Boston, Mass. 

Orrison, E. K. (Elberton, Ga.), Ambulance 
Co., No. 124, Camp Wheeler, Macon, Ga. 

Osborn, H. M. (Augusta, IIl.), National 


_Army, Camp Garden, Ga. 


Packard, R. M. (Oakland, Neb.), unknown. 

Pape, Dr. Ernest H., Ist Lieut. in Med. Reserve 
Corps, Berkeley, Cal. 

Pappenhagen, A. B., Co. D, 317th Inf., Ameri- 
can Expeditionary Forces. 

Parker, Milo (Amherst, O.), Base IIospital No. 
17, France. 

Patterson, Harry D., Barracks 46, Hospital 
Corps, Fort Slocum, N. Y. 

Patterson, Robert D. (Spring Lake, N. J.), 
Coast Artillery. 

Pearl, David E., Navy Medical Dept., Los An- 
geles, Cal. 
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Pearsons, Ralph E. (Rutland, Vt), Camp 
Wadsworth, Spartanburg, S. C. 

Pease, Milman (Tufts College, Mass.) 

Peck, Eber K. I. (Brockville, Ont.), Spartan- 
burg, S. C. 

Perrin, J. H. B. (Denver, Col.), First Class 
Private, Northeaetsrn Hospital, Stannes R. D. 
No. 15, Totenham, London, England. 

Perry, Dr. L. D., U. S. Army. Address un- 
known. 

Peters, Geo. Y., Quartermasters’ Dept., San 
Francisco. 

Peters, R. A., Quartermasters’ Dept., San 
Francisco. 

ay John M., would have graduated from 

A. S. O. June, 717, but was called into the service. 
Address Ist Sgt., Co. C, 139th Inf., Camp Doni- 
phan, Okla. 

R. H. Peterson (Saginaw, Mich.), Head- 
quarters Co., Hospital B, No. 14, M 0. 

Camp Greenleaf, Ft. Oglethorpe, Ga. 

Pierce Harvey J. (Dayton, Ohio), Officers’ 
Training School, 88th Div., Co. 3, Camp 
Dodge, Iowa. 

Piersall, C. E. (Wolfe City, Texas), Camp 
Greenleaf, Ft. Oglethorpe, Ga. 

Pocock, H. J., Camp Dix, N. J. 

Povlovitch, Chas. A., Co. K, 5th Reg., Camp 
Perry, Great Lakes, IIl. 

Powers, Robert Allen (Oroville, Cal.), Medical 
Officers’ Training Corps, Fort Riley, Kan. 

Powis, H. S., Camp Lewis, Wash. 

Price, J. Paul, Camp Funston, Kan. 

Pyne, David (N. Billerica, Mass.) 

Quick, Roy T. (Sioux City, Iowa), First Lieut., 
Adjutant Third Battalion, 132d Infantry, Ameri- 
can Expeditionary Forces via New York. 

Rausch, L. A., Co. D, 356th Infantry, Camp 
Funston, Kan. 

Raynor Eugene E. (Jackson, Mich.), Second 
Lieut., Co. A, 104th Infantry, 26th Division, Am- 
erican Expeditionary Forces. 

Reade, G. W. (Dover,, N. J.), unknown. 


Oe T. C. (Columbus, Kan.), Camp Greene, 


Reid, W. H. (Columbus, Kan.), Camp Kelly, 
Texas. 

Reinking, E. D., M. O. T. C., Sec. 5-9, Fort 
Riley, Kans. 

Reiter, Ralph (Dalton, Ga.), Second Lieut., 
Field Artillery, Camp Taylor, Ky 

Rice, Ralph W., Corp., 14th Co., Ordnance 
Dept., Camp Raritan, Metuchen, N. J. 

Richards, C. H. (McDonald, Pa.), American 
Y. M. C. A., overseas duty, France. 

Richards, E. L., 316 Ammunition Tr., Caisson 
No. 1, Camp Lewis, Wash. 

Richardson, Vernon M. (Oberlin, O.), Medical 
Department, 319th F. S. B., American Expedi- 
tionary Forces. 

Rickard, Geo. T. (student), 56th Co., 164th 
Depot Brigade, Camp Funston, Kan. 
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Riley, Edgar B. (Rome, a. Aero Squad, 35 
Eaton Place, London, S. W., England. 

Riley, R. J. (student), 56th Co., 164th Depot 
Brigade, Camp Funston, Kan. 
on™ G. H. (North Carolina), Washington 


Roseberry, R. W., U. S. N., Hospital Appren- 
tice, Ward D, Newport, RI. 

Rosencrans, W. D., Co. 89 F. 2, U. S. Naval 
Training Station, Norfolk, Va. 

Rough, R. L., Third Pharmacists Mate, Naval 
Base Hospital, Guilford, Miss. 

Roulston, S. T., 423d Squadron, C-O Climax 
Lumber Co., Vancouver, Wash. 

Rudolph, A. H., Hospital No. 1, 158th Depot 
Brigade, Camp Sherman, Chillicothe, Ohio. 


Runnion, M. R., Co. D, 356th Infantry, Camp 
Funston, Kan. 

Sachs, Harlan W. (student), Co. D, 356th 
Infantry, Camp Funston, Kan. 

Sallander, Robert, Co. A, 329th Battalion, Tank 
Service, Gettysburg, Pa. 

Salmen, C. Harvey, Camp Funston, Kan. 

Sands, O. L. (Orange, N. J.), Major, Camp 
Lee, Petersburg, Va. 

Schrock, Josef B. (Scotts Bluff, Neb.), M. R. C. 

Schulz, W. H. (Wauseon, O.), Medical 
Dept., 324th M. G. Bn., Camp Sherman, Chilli- 
cothe, O 

Schulz, W. H. (Wauseon, Ohio), unknown. 

Scutt, Walter J., Medical Aviation, Y. M. C. 
A., Cambridge, Mass. 

Secor, Leroy, Medical Corps, Camp Dodge, 
Iowa. 

Sellers, Max, Bacteriological Laboratory Divi 
sion, Fort Leavenworth, 

Semple, Sydney G. (Westfield, N.J.), unknown. 

Shepherdson, W. L., U. S. Hydroplane Me- 
chanical Dept., League Island, Philadelphia, Pa. 

Sherrill, G. P., Austin Aviation Training Camp, 
Austin, Texas. 

Shugrue, Fenwick, First Lieut., Co. A, 43d Inf., 
New Orleans, La. 

Sigler, Vane B. (Trenton, N. J.), Ft. Ogle- 
thorpe, Ga. 

Siemens, W. J., Eye, Ear, Nose and Throat 
Department, Base Hospital, Camp Grant, Rock- 
ford, Ill. 

Simmonds, Frederick J., Survey Office, Navy 
Yard, Charlestown, Mass. 

Simpson, William Hurd (Andover, Mass.) 

Singleton, R. O. (Mineral Wells, Tex.). In 
service in France. 

Skaden, Robt. F., Sergeant Medical Corps, 
Fort Riley, Kans. 

Slaughter, J. T. (Seattle, Wash.), Laboratories 
Base Hospital, Camp Lewis, Wash. 

Sluyter, E. R. (Flint, Mich.). 

Smith, Arthur N. (Albany, N. Y.), Sec. Y. M. 
Cs Washington Barracks, Washington, D. C. 


Smith, F. D., Post Hospital, Surgical Ward, 
Section K, Fort Riley, Kan. 
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ae. J. C., 340th Field Art., Camp Funston, 
ns. 


Snyder, Leo, U. S. Naval Training Hosp. Unit 
No. 11, Great Lakes, ¥ 

Spaulding, A. Q., 

Spence, Hugh Davis ae Retreat, Va.) 

Spencer, J. H. (Northfield, Vt.) 

Spence, T. T. (Raleigh, N. C.), Co. C, Prov. 
Ord. Bu., Camp Raritan, Metuchen, N. J 

Stark, Fred E. (Abilene, Kan.), Fort Riley 
Medical Apr. Replacement Draft, Overseas Cas- 
uals, Camp Merritt, N. J. 

Starr, Geo., U. S. Naval Hosp., Balboa Park, 
San Diego. Cal. 

Steed, Rubylee (student), Redkey, Ind. 

Steele, Dr. Ernest L., 10th Reg., F. A. Battery 
D, Douglas, Ariz. 

Steele, Frederick A. (Summit, N. J.) 

Steele, F. A. (Summit, N. J.), Medical Corps, 
Bu. 15, Co. 14, Camp Greenleaf, Chickamauga 
Park, Ga. 

Sterrett, H. W. (Philadelphia, Pa.), Post 
Hospital, "Aviation Section, Concentration De- 
pot, Field No. 2, Garden City, L. I., New York. 

Sterrett, Ralph R., Naval Detention Camp, San 
Francisco, Cal. 

Still, C. S., Hospital Corps, Ft. Riley, Kans. 

Still, Vernon F., Laboratory Dept., Fort Leav- 
enworth, Kan. 

Stoffer, F. M. (student), D Battery, Ist Kans., 
130th Heavy Field Artillery, Ft. Sill, Okla. 

Stokes, Carl E., Marines, N. Y. 

Stone, A. B. (Mesa, Ariz.), unknown. 

Stoner, A. B. (Mesa, Ariz.) 

Strance, Dr. C. W., Ordnance Dept. of the 
Army, University of Pittsburgh, Pa. 

Stryker, Charles N. (Iowa City, Iowa), Lieut. 
Supply Co., 352d Inf., Camp Dodge, Iowa. 

Styles, John H., Jr., Y. M. C. A., Camp Funs- 
ton, Kan. 

Sullivan, Mortimer J. (Orange, N. J.), Hos- 
pital Corps, Section Base, Cape May, a 

Sunderland, H. L., Crawfordville, Ind. 

Suttenfield, Geo. W., 411th Aero Construction 
Squadron, AS. S. c. Vancouver Barracks, 
Wash. 

Sutton, Harry, Canadian Flying Corps. 

Sweet, B. V., Y. M. C. A., 12 Rue D’Aguesseau, 
Paris, France. 

Taylor, Hoyt, Departmental Laboratories, Fort 
Leavenworth, 

Thomas, C. C. 

Timmons, C. L. (Des Moines, Iowa), Med- 
ical Corps, Fort Des Moines, Iowa. 

Tingley E. C. (San Diego, Cal.), Y. M. C. A. 
work overseas. 

Titsworth, F. L. 
+ Co. K, 328th Inf., Camp 

a. 


(student), Acting Supply 
Gordon, Atlanta, 


Tome, George B., Group E2, Gun Sheds, M. 
O. T. C., Ft. Riley, Kan. 

Tracy, Dr. J. Ross, Hospital Corps. Home ad- 
dress, Red Creek, N. Y. 
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Tracy, Meton, Engineer Corps, Langley Fiel 

Trask, E. (Bellows Falls, Vt.), Hospital 

Corps, Fort Bucs Allen, Vermont. 

Trauger, B. G. 
Treleaven, Dr. 

San Francisco, 
Trimble, William T. (N. Tonawanda, N. Y.), 

Naval Medical School, Newport, R. I. 

Tyler, Chas. (Somerville, Mass.) 
Utterbach, C. B. (Puyallup, Wash.), Hosp., 

Camp Lewis, Wash. 

Van Vieck, Dr. R. A., Spruce Division, Van- 
couver, Wash. 


Vowles, Bruce, Ordnance Training School, Ann 
Arbor, Mich. 

Wagoner, Harold C., Co. C. Hospital Corps, 
Barracks 1, Great Lakes, III. 

Walker, Robert I. (New Bedford, Mass.), Ist 
Lieut. Medical Officers’ Reserve Corps. 

Ward, E. A. (Saginaw, Mich.), Base Hospital, 
Med. Supply Depot Detach., Camp Custer, Mich. 

Ward, Raymond S. (Montclair, N. J.), U. S. 
‘ General Hospital No. 2, Fort McHenry, 


Watters, Dr. J. M. (Red Creek, N. Y.), Co. G, 
311th Inf., Camp Dix, N. J. 

Waters, Lulu I. (Washington, D. C.), Ameri- 
can Y. M. C. A., 12 Rue d’Aguesseau, Paris, 
France. 

Waterman. Meredith, Lower Reservation, 
San Pedro, Cal. 

Watson, Ruth E. (Virginia, Minn.) (canteen.) 

Weatherhead, J. F., 15th Bat. Hospital, Train 
36, Camp Greenleaf, Chickamauga Park Ga. 

Weaver, Earl E. (Sturgis, Mich), Motor 
‘ 3, Camp Greenleaf Annex, Fort Oglethorpe, 

Welt, Mark L., Camp Funston, Kan. 

Welch, H. W. (Wheaton, IIl.), Infirmary, 
or Greenleaf, M. O. T. C., Ft. Oglethorpe, 


Howard T., Hospital School, 


Weston, Albert M., Base Hosp., Camp 
Lewis, Wash. 

Weston, Sherman B. (Canonsburg, Pa.), Camp 
Lee, Petersburg, Va. 

Weston, Sherman B. (Pitcairn, Pa.) 

Whitacre, H. S. (Martinsburg, Va.), Aviation 
Sec., Signal Enlisted Res. Corps, Whitacre, Va. 

Whitaker, L. R. (Boston, Mass.), Base Hospi- 
tal, Camp Devens, Mass. 

White, G. H. (student), Camp McClellan, onl 
niston, Ala. 

White, W. L., Aviation, Texas. 

Whipple, Ray (Ashley, Ohio), Corp. Co. K, 
166th Inf., 42 Div., 83 Brig., via N. Y. A. E. F., 
4th Ohio, 703 P. O. 

Whitehead, J S. (Fort Worth, Texas), Psych- 
ology Co. 1, M. O. T. C, Camp Greenleaf, Fort 
Oglethorpe, Ga. 

Whitaker, H. K, x 2 Navy (awaiting 
call), attending P. C. I. O. 
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wenieg. L. D., Base Hosp., Camp Lewis, 
as 


Whittenberger, C. R., Ft. Riley, Kans. 

Willaru, Hosea B. (Detroit, Mich.), Top Sgt. 
Base Hospital, Unit No. 52, Camp Gordon, At- 
lanta, Ga. 

Williams, C. E., Medical Base, 330th Inf., 83d 
Div., American E. F., France. 

Williams, Robert A., 15th Co., 4th Training 
Branch, 158th Depot Brigade, Camp Sherman, 
Chillicothe, Ohio. 

Williams, R. R. (Colfax, Iowa), Medical Dept., 
Ward 1, Post Hospital, Ft. Snelling, Minn. 

Willis, H. B. K., Camp Lewis, Wash. 

Wilson, C. H., Sgt. Mechanical Division of 
Aviation Dept., Camp Merritt, N. J. 

Wilson, Perrin T., Field Hospital No. 303, 
Camp Devens, Mass. 

Wilson, Samuel, Corp., 363d Inf., Co. A. 

Winch, Arthur W. (Portland, Me.), First 
Lieut. M R. Corps, U. S. Army, American E. 
France. 

Winslow, Everett S. (Waterville, Me.), Medi- 
cal Dept., Camp Greenleaf, Fort Oglethorpe, Ga. 

Winslow, E. S. (Waterville, Me.) 

Wood, H. A., Officers’ Training School, 
Camp Kearney, San Diego, Cal. 

Woodard, F. O. (Des Moines, Ia.) 

Woodruff, E. L. (Seattle, Wash.), Ist Lieut., 
Med. Staff, Camp Lewis, Wash. 

Worth, George (Des Moines, Iowa), Med- 
ical Corps, Fort Des Moines, Iowa. 

Williams, Ward, Co. C, 316th Field Hosp., 
Signal Brig., Camp Lewis, Wash. 

Wright, Chester M. (Pomona, Cal.), Camp 
Kearney, San Diego, Cal 

Wyatt, B. F. (Boonville, Mo.), gg A Lieut., 
a— Machine Gun Bu., American E. F., A. P. O. 

Yakeley, Harry (Los Angeles, Cal.), Camp 
Lewis, Washington. 

Yeaton, Ivan, 363d Inf., Camp Lewis, Wash. 


Many interesting letters have been received 
in response to the offer on the part of the A. 
O. A. to send the Journat and other literature 
to those in the service not already on the mail- 
ing list. 


John W. Keckler, at Camp Meade, Mary- 
land, writes: 

“T certainly do wish you to put me on your 
mailing list for the JourNat and other osteo- 
pathic information. Am even more than ever 
interested in everything that goes on in the 
profession. An osteopath in camp is almost 
completely cut off from osteopathic events 
and ideas, and I certainly appreciate being fur- 
nished with the ties that bind.” 


Frank A. Mack writes from Camp Devens, 
“IT would consider the receipt 
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of the Journat for duration of the war as an 
exceptional favor and courtesy.” 


C. E. Irving, Camp Kearny, California, says: 
“T wish to thank you for your kind offer. I 
shall be very glad to receive the JouRNAL and 
hear of the progress of osteopathy.” 


Ralph A. Hix, Camp Kearny, Cal.: “I have 
not graduated so am not a member of the A. 
O. A., but have always been very much inter- 
ested in the A. O. A. JourNAL, and just now, 
of coure, am keenly interested in the progress 
of affairs, and will be pleased to have you add 
my name to your mailing list for the JouRNAL 
and other information.” 


The true spirit of service is shown in a letter 
from Dr. T. T. Spence, who writes: “Even 
though in the Army I shall continue to do what 
I can for the osteopathic profession, and at the 
same time serve as best I can in the branch in 
which I am placed. 


Dr. Errol R. King writes: “I have been in 
France for about seven months now, so am get- 
ting to be an old timer. The field hospital to 
which I belong has been in charge of a camp 
hospital of about 300 beds ever since we arrived. 
I have charge of the operating room and surgical 
nursing, so have some chance to use my training 
and also get some valuable experience.” 


The following quotations from several let- 
ters should be noted by every reader of the 
JournaL. They may not be credited to the re- 
spective writers because of the risk of com- 
promising them in their present position: 

“T wish I were able to help financially to- 
ward the legislative fund of the A. O. A., but 
it cannot be done on $30 a month (most of 
which I don’t get in cash). I am making my 
sacrifice, and it is up to the older and more 
prosperous members of the A. O. A. to back 
us up and fight like h— for our bill. I hope 
you can put some ‘pep’ into some of the way- 
ward members.” 


“There are several students and graduates 
in this camp, and while they are all in the 
medical service, it seems at times that we are 
discriminated against because of our osteopa- 
thic training when it comes to promotions. 
Other men with neither medical training or 
experience are promoted over us, regardless 
of the fact that we can and have demonstrated 
our ability in medical work.” 


“T cannot report my profession being any 
value to me in the service except that it has 
made me stronger for osteopathy.” 
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“Six osteopaths are now giving osteopathic 
treatments in some of the wards of the gen- 
eral hospital, and I have my name on the list 
should they need more. It is dubbed the ‘mas- 
sage department,’ but let them call it what they 
may, it shows they are recognizing the value 
of it, and the lieutenant in charge told me it 
was ‘becoming better known as time passes.’ ” 


“You cannot imagine the injustice of it all 
unless you were in it yourselves. I could 
write a book about it all and the hundred of 
cases that could be benefited by osteopathy. 
Just for illustration, I treated a friend of mine 
yesterday whose muscles in his limbs and 
hands had become sore from exercise. The 
one treatment relieved him. There are all 
kinds of cases here that could be cured by os- 
teopathy, but go untreated because our hands 
are tied.” 


“Am very proud, indeed, to be in the osteo- 
pathic roll. I would be very glad to receive 
the JourRNAL, which would reach me at the be- 
low address. I know several boys in the ser- 
vice who are D. O.’s, and can say that their 
previous training has influenced their work 
and status here not the least. Personally I 
am going to try to train for the Sanitary 
Corps, where one can hope to advance on his 
individual merits, which is impossible in the 
medical corps, that is, to get a commission.” 
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“Our own officers are all homeopaths and 
consequently more lenient toward us. * * * 
tried to have the officers of the hospital (al- 
lopaths) give us a chance to work on patients, 
but they wouldn’t listen to it. I have treated 
the commanding officer for ——, and opened 
his eyes to the possibilities of osteopathic 
treatment in the army. Fortunately I was 
able to cure him, and he was pleased with the 
results. I also treated another officer for —. 
He is practically well now, and, believe me, he 
now understands what osteopathy is and 
what it is good for. I have talked osteopathy 
as never before, for I realize how much it 
will help our cause by converting some of the 
officers.” 

“About my work for osteopathy in the Army, 
it has not been much, yet I purposely have them 
coming to me instead of my going to them. 
There is a general interest in the science, and 
it is pleasing to hear some of the registered 
pharmacists talk about how little good drugs 
are. From the very day I landed in this com- 
pany I have been known as an osteopath. 
There has been no feeling of animosity shown 
toward me whatever and, in fact, I believe I 
have been shown consideration over others. 

“There is a great opening here for osteo- 
paths, and several of the high officers are in 
favor of commissioning one or more good men 
in every company. My own commander gives 
me several cases to work on.” 
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OSTEOPATHIC LESION 


PART II. 
THE BONY LESION 
Louisa Burns, M. S., D. O. 


The examination of bony lesions by palpa- 
tion gives significant findings. The malad- 
justment of the bones themselves sometimes 
seems to be extremely small, and yet the symp- 
toms referable to the lesion may be extremely 
severe; on the other hand, no extremely se- 
vere symptoms may be associated with bony 
maladjustments which are marked and appar- 
ently very pronounced. 

Around the bony changes areas of tissue 
change are frequently found. The tissues gen- 
erally give a “logy” feeling; the muscles are 
often irregularly hardened, and the patient 
complains of pain upon slight pressure. Di- 


minished mobility of the affected joints is very 
constant. 

In the early days of the use of X-radiance 
in the study of bony lesions some of us be- 
came discouraged. The lesions which pre- 
sented to the palpating fingers the most ex- 
treme displacements, almost sufficiently marked 
to be called by the term “dislocation,” were of- 
ten invisible in the flat X-ray plate as taken in 
those days. On the other hand, lesions which 
gave much less conspicuous findings on palpa- 
tion sometimes showed quite plainly in the X- 
ray plate. Again it was found that by taking 
plates showing only one or three vertebrae, le- 
sions could be faked very easily, and also le- 
sions which were actually present could be 
caused to disappear by similar methods. It was 
thus determined that these slight bony malad- 
justments which we call lesions can be studied 
only by the use of a technique which is as 
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much more delicate than ordinary radio- 
graphy as osteopathic palpation is more 
delicate than ordinary palpation. These 
studies were begun by Dr. H. L. Collins 
in the Institute laboratory in Chicago, and by 
Drs. R. D. Emery and M. L. Burns in Los 
Angeles and probably others. During the last 
two years Dr. E. R. Hoskins, of the Institute, 
has accumulated very remarkable plates show- 
ing stereoscopic views of bony lesions of al- 
most every variety, and showing the edema- 
tous and fibrosed areas associated with the le- 
ions in most cases. 

The apparent lack of harmony between the 
amount of bony changes as determined by pal- 
pation and by the X-ray plate has now been 
explained. Around the bones included in the 
lesioned are varying masses of edematous 
and sometimes congested tissue. This is asso- 
ciated, after the lesion has been present for 
some days or weeks, with an area of fibrosis. 
The edema and fibrosis add to the apparent 
size of the bone which is concerned in the le- 
ion, and thus the findings on palpation are ex- 
plained. For example, in an atlas lesion, we 
often find what seems to be the transverse pro- 
cess of the atlas protruding conspicuously on 
one side, while on the other side the transverse 
process is not to be found. It has always been 
evident that an amount of dislocation sufficient 
to bring the transverse processes into the lo- 
cations apparent to the examining fingers 
would be associated with death, or with ex- 
tremely serious symptoms. The stereoscopic 
plates show the atlas—and usually the axis— 
to be very slightly out of alignment in these 
cases, while a marked edema, and sometimes 
equally marked fibrosis, surrounds the trans- 
verse process upon the side of apparent protu- 
berance; thus the findings on palpation are at 
once verified though slightly modified. 

In dealing with lesions involving several 
bones, and especially in the examination of 
spinal curvatures, however, the X-ray findings 
often show a greater amount of displacement 
than is usually suspected as the result of pal- 
pation alone. This seems to be due to one or 
more of several conditions. For one thing, in 
curvatures the edematous areas are often 
slight or invisible. When they are present 
they tend to extend along the spinal column 
for considerable distance, and thus rather 
mask than exaggerate the bony distortion. For 
another thing, the increased size of the spinal 
muscles on the concave aspect of the curve 
tends to mask the distortion, both to vision and 
to palpation. Also, in those cases in which 
rotation of the vertebral column is more 


marked than lateral curving, the position of 
the bodies of the vertebrae is not usually rec- 
ognizable by palpation. In these cases the X- 
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ray plate shows the position of the bodies, and 
the amount of distortion is thus shown to be 
more pronounced in the plate than is evident 
on palpation. 

In studying the bony lesion the disturbed 
relationship of the bones is extremely impor- 
tant. Whether this bony disturbance was the 
primary lesion, or whether it resulted from un- 
equal muscle pull, or weakened or shortened 
ligaments, is not always easy to determine, 
Bones are not active tissues, and they do not 
themselves assume either normal or abnormal 
positions. Because of their shapes, and their 
articular relations, bones fit together better, 
as a rule, in their normal positions. Hence, 
when the joints are variously moved, they tend 
to retain the normal position if this is at all 
possible. Hence the excellent results which 
sometimes follow treatments of the “shotgun” 
order. Bones can be thrown out of their nor- 
mal relations by trauma, as by a blow; by liga- 
mentous disturbances; by unequal muscle pull, 
either sudden or long continued; by disease of 
the articular surfaces or of the bones them- 
selves; by pressure, as of edematous areas, 
and in other ways. 

In all these cases the bones themselves are 
merely passive agents; it is also true that liga- 
ments are equally passive; that edema is prob- 
ably merely a bio-chemical phenomenon; that 
muscle pull, though due to muscular activity, 
has still a further origin of etiology, since 
muscles do not pull unequally or abnormally 
unless they are acted upon by some adverse in- 
fluence. It is thus seen to be extremely diffi- 
cult, and perhaps not extremely important, to 
distinguish between lesions which are prima- 
rily bony, and those which are primarily liga- 
mentous, muscular, or circulatory. The ulti- 
mate pathology is, so far as our present knowl- 
edge goes, identical. It is a rule, to which cer- 
tain exceptions are found, that in cases of 
bony lesions, however produced, the treatment 
which most speedily and most certainly secures 
the correct bony adjustment is the treatment 
which secures the most speedy and permanent 
recovery. 

In addition to the actual distortion of the 
bony relations, the changes which occur in lig- 
aments, articular surfaces, periarticular con- 
nective tissue, neighboring circulatory factors, 
and the muscles of the adjacent region, are ef- 
fective and important factors in the pathology 
of the bony lesion. The organic pathology 
which results, more or less directly, from any 
bony lesion may itself be a source of disturb- 
ances which increase and prolong the bony le- 
sions. The further discussion of these points 
must be postponed until a later paper of this 
series. 

Tue A. T. Stitt Researcn INSTITUTE. 
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RHINO-LARYNGOLOGY 


C. C. Rem, D. O., M. D., 
METHODS OF NASAL EXAMINATION 


We have considered the structure and func- 
tions of the nose, its cavities, sinuses, and 
some of the osteopathic procedures in dealing 
with it. We will now go farther into methods 
of investigation of the structures normal and 
abnormal. 


The general practician should have a good 
working knowledge of these points, especially 
if he is to treat such troubles as catarrh, hay 
fever, and catarrhal deafness. Special infor- 
mation is essential for intelligent work on 
such diseases. 


(1) Test the sense of smell and the per- 
meability of the nostrils. The patient may 
have free breathing space and be unable to 
smell. As I have said before, the olfactory 
area is from the middle turbinate up. An en- 
larged middle turbinate or a polypus may 


block any air from reaching the olfactory area. 


which could inhibit the sense of smell. The 
respiratory area from the middle turbinate to 
the floor of the nose may open sufficiently for 
perfect nasal breathing. These cases usually 
have a stuffy feeling in the nose and think 
they can not get their breath good, but on 
test the air channel seems perfectly free. 

If the lower turbinate becomes thickened the 
air space is limited and rhinal respiration is 
more or less impeded. 

Shut one nostril and have the patient pass 
or try to pass air through the other. The 
_ sound will give information as to the degree 
of closure of the passage. A mirror or the 
hand held in front of the other nostril will 
give some knowledge. A hissing noise and 
the quality of speech may point to partial clos- 
ure. 

Perfumes, carbolic acid or iodoform may be 
used to test the scent. 


(2) Examination of the Nose from the 
Front, or Anterior Rhinoscopy.—Have a good 
light. A frosted electric light I like best. 
Have it on an adjustable stand (not a bracket) 
so it can be readily changed in any direction. 
Have a concave head mirror perforated 
(3% in.) with a focal distance of eight inches. 
The diameter should be about four inches. 
The mirror should be held on the head, not 
with a band around the head, but with a metal 
holder going over the top of the head. The 
holder should have one joint in the middle for 
folding when it is desired to put it in a grip. 

Light is thrown into the patient’s nostrils. 
Tilt point of nose upward and inspect en- 
trance. Insert speculum and dilate nostril. 
May see post-pharyngeal wall in some patients 
who have wide nostrils. Tilt the head back- 
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ward and note middle meatus, turbinates, sep- 
tum and roof of nose. 


Probing—For further examination a probe 
may be used. If the middle turbinate is swol- 
llen a little touching with a probe will cause it 
to shrink considerably. This will give a bet- 
ter view. Dr. T. J. Ruddy has taken advan- 
tage of this shrinking tendency of the turbin- 
ates from a mechanical stimulus for the treat- 
ment of turgescent conditions of these bodies 
with a flat instrument used to give a thorough 
massaging of the parts. There are immediate 
results which are temporary. Dr. Ruddy says 
it is partly permanent, and by repetition of 
the procedure a cure is the final result. 

The probe (also nasal forceps) may be used 
in loosening secretions. In cases of flaky ac- 
cumulations and pus discharges into the nose 
douching may well be recommended for cleans- 
ing purposes. I question the wisdom of douch- 
ing the nose with two or three gallons of warm 
solutions with a view to applying a hot appli- 
cation to the parts as a therapeutic measure. 
I also do not believe it good to use a daily na- 
sal douch in small quantity over long periods 
of time. A repeated congestion ultimately re- 
sults in thickening, and may reach a point of 
fibrosis and shrinking which is atrophy. The 
olfactory area of the nose is covered with very 
delicate columnar epithelium, and the respira- 
tory area is lined with ciliated columnar epi- 
thelium. Continuous irrigation, probing or 
any other abnormal use of these areas will in 
time produce pathology of the delicate cells. 
The salt which is used in most douching solu- 
tions has an affinity for moisture, and in time 
will produce a dryness and hardening of the 
delicate membranes and inhibit functioning of 
the cells. Ciliary action is lessened and screen- 
ing and warming of air is less complete. Ol- 
faction is deadened more or less. Of course 
the victim can go on living without delicate 
smell, as he is not needed in the capacity of a 
bloodhound, but surely some of the joys of 
life are gone. 

Anemization—If you would shrink turges- 
cent turbinates for further examination you 
can make the whole area shrink and look ane- 
mic by painting over the surface a cotton 
tipped probe dipped into a solution of adrena- 
lin (1:1000). 

Anesthesia—If you want to produce anes- 
thesia of the parts paint over the surface with 
a 10-20 per cent solution of cocaine. Dr. W. 
V. Goodfellow prefers the 20 per cent solution. 
As a rule I use the 10 per cent. I find it suffi- 
cient and less dangerous. If the cocaine is 


used following the adrenalin it is less danger- 
ous, as there is less absorption into the system. 
Great care should be used with children and 
all patients suffering from heart disease. All 
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doctors who do nasal work use more or less 
cocaine as their anesthetic. One who does 
will some time get more or less cocaine poison- 
ing. Some people are very susceptible to it. 
The symptoms of cocaine poisoning may well 
be given here with suggestions on treatment. 
There is pallor, great discomfort, may be pal- 
pitation, cold sweat, oppression, nausea and 
fainting. These may soon disappear or be 
more serious according to degree of poisoning. 
Treatment—Recumbent position, plenty of 
fresh air, hot applications, smelling salts and 
amyl nitrite. Raise the ribs, treat the neck. 
May need artificial respiration. Some good 
substitutes for cocaine in this work are novo- 
caine, alypin and nodolor. The latter is rec- 
ommended and used by Dr. T. J. Ruddy. 


(3) Posterior Rhinoscopy or Inspection and 
Palpation of the Nasopharynx. 

Use a tongue depressor and a small post- 
nasal mirror. Warm it and place in the 
pharynx at the proper angle and the space will 
come into view. Some throats are so sensi- 
tive that you may have to spray or swab on a 
little cocaine. If you cannot see the area may 
have to insert the finger into the space. Ade- 
noids adhesions in the fossae of Rosenmuller 
and enlarged posterior turbinates may be felt. 

Transillumination is used in examining the 
accessory sinuses. So far it has proven more 
satisfactory than the X-ray for this purpose. 
The methods of transillumination may be 
found in Ballinger’s Book on Ear, Nose and 
Throat. 

(To be continued.) 
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MENTAL THERAPEUTICS 


G. H. Snow, A. B., D, O. 


I believe there is one thing in mental thera- 
peutic work that is not given sufficient consid- 
eration, and that is the mind is subject to the 
same laws of growth and development as 
other parts of the body. In attempting to 
change the mental condition light and easy 
exercise should first be used and later more 
vigorous ones. You would not tell a patient 
to run a mile at the very beginning of a course 
in physical development, and the same holds 
true in the realm of the mental. The more I 
study mental phenomena the more I become 
convinced that people vary more in their men- 
tal capacities than they do in their physical: 
We are living in an age when great stress is 
being placed on a well-developed physical 
physique, and should one devote fifteen min- 
utes each morning to the development of the 
mental, iust as great mental improvement 


would follow as it does in the physical. What 
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I have said applies equally to both a well ora 
nervous and weak mental condition. 

Now I am going to give you some quota- 
tions from Arnold Bennett’s little book, “Men- 
tal Efficiency.” It is written in a popular 
style and for the laity, and contains much 
common sense. He says: “Is there not deep 
in the consciousness of most of us a mournful 
feeling that our minds are like the liver of the 
advertisement, sluggish, and that for the slug- 
gishness of our minds there is the excuse 
neither of incompetence nor of lack of time, 
nor of lack of opportunities, nor of lack of 
means. * * * If a course of treatment can 
be devised for the body a course of treatment 
can be devised for the mind. Thus we might 
realize some of the ambitions which all of us 
cherish in regard to the utilization in our 
spare time of that magnificent machine which 
we allow to rust within our craniums. * * * 

“Tt is first not the absence of will power— 
not to begin, but the will to continue; and, 
second, a mental apparatus which is out of 
condition, ‘puffy,’ ‘weedy’ through sheer neg- 
lect. The remedy, then, divides itself into 
two parts, the cultivation of will power and 
the getting into condition of the mental ap- 
paratus, and these two branches of the cure 
must be worked concurrently. 

“The best system depends utterly on the 
man’s power of resolution, and what really 
counts is not the system, but the spirit in 
which the man handles it. Now, the proper 
spirit can only be induced by a careful con- 
sideration and realization of the man’s condi- 
tions—the limitations of his temperament, the 
strength of adverse influences and the lessons 
of his past. 

“Do not form any program. Simply con- 
tent yourself with a ridiculously easy canter. 
* * * When it is done you will at any rate 
possess the satisfaction of having resolved to 
do something, and having done it your mind 
will have gained tone and healthy pride. * * * 
Best of all, you will have avoided failure, that 
dangerous wound. 

“Tt is curious that a person studying a mu- 
sical instrument will have no false shame 
whatever in doing mere exercises for the fing- 
ers and wrists, while a person who is trying 
to get his mind into order will almost cer- 
tainly experience a false shame in going 
through performances which are undoubtedly 
good for him. Herein lies one of the great 
obstacles to mental efficiency. * * * Be- 
ware of hope and beware of ambition! Each 
is excellently tonic * * * in moderation. But 
all of you are suffering from self-indulgence 
in the first, and very many of you are ruining 
your constitutions in the second.” 

“My sense of security amid the collisions of 
existence lies in the firm consciousness that 
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just as my body is the servant of my mind so 
is my mind the servant of me. * * * Often 
have I said to that restive brain: ‘Now, O 
mind, sole means of communication between 
the divine me and all external phenomena, you 
are not a free agent; you are a subordinate; 
you are nothing but a piece of machinery, 
and obey me you shall.’ 

“The mind can only be conquered by regu- 
lar meditation, by deciding beforehand what 
direction its activity ought to take and insist- 
ing that its activity takes that direction; also 
by never leaving it idle, undirected, master- 
less, to play at random, like a child in the 
streets after dark. This is extremely difficult, 
but it can be done, and it is marvelously well 
worth while. 


“Science is gradually reducing all elements 
to one element. Science is making it increas- 
ingly difficult to conceive matter apart from 
spirit. 

“We are all of us the same in essence; 
what separates us is merely difference in our 
respective stages of evolution. Constant re- 
flection upon this fact must produce that uni- 
-versal sympathy which alone can produce a 
positive content. It must do away with such 
ridiculous feelings as blame, imitation, anger, 
resentment. * * * Thus it is, twins on the 
road to Delhi by continual meditation upon 
the indestructibility of force, that I try to 
cultivate calm and by continual meditation 
upon the oneness of force that I try to culti- 
vate charity, being fully convinced that in 
calmness and in charity lies the secret of a 
placid if not ecstatic happiness.” 


OTOLOGY 
LYMPHATICS IN DISEASE OF THE EAR 
F. S. Mirrarp, D. O., 

Toronto. 


The region of the neck is studded with lym- 
phatic glands. The superficial communicate 
with the deep. They follow the arteries and 
veins. In diseased conditions the lymphatic 
nodes are found adhered to the walls of the 
jugular veins and carotid arteries. Each node 
possesses a capsule, also it is wrapped with 
connective tissue. In the cervical region this 
connective tissue may be adherent to the 
transverse processes of the atlas and axis. 
We have all noted the enlargement of the 
nodes in any congestion of the throat. Inthe 


region of the mastoid there are a few glands. 
They may be palpated just behind the ear, 
and are often tender to the touch. Their ap- 
proximation to the bony surface makes them 
more sensitive than in the carotid region. 
We find the post-pharyngeal nodes of spe- 
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cial interest. The tonsils and their lymphoid 
enrichment are closely connected with those 
found in the prevertebral tissues in front of 
the cervical vertebrae in the retro-pharyngeal 
space. Those found in the prevertebral fascia, 
however, are small and seldom enlarge. An 
abscess in this region may start from these 
nodes. 

The drainage of the nodes in the region of 
Rosenmuller’s fossa and the Eustachian tubes 
is outward and downward into the deeper 
cervical nodes. 

The left side is much more significant than 
that of the right. At the angle of the internal 
jugular and subclavian veins the thoracic duct 
empties. The thoracic duct carries the chyle. 
The right lymphatic duct is short and drains 
a comparatively small area. The possibility 
of osseous lesions affecting the drainage on 
the left side are many. A subluxated clavicie 
may interfere with drainage. The first rib 
may be drawn upward by over tensed scaleni 
muscles, due to cervical lesions. 

The luxation of the hyoid bone or mandi- 
ble may cause a direct interference with the 
lymphatics, and an atlas or axis lesion may 
disturb the nodes attached to the transverse 
processes, as mentioned above. 

The full drainage of the lymphatics will 
depend upon the absence of muscle contrac- 
ture. The venous drainage is of equal im- 
port. The presence of alveolar abscesses will 
affect the nodes and cause enlargement. In- 
flammation of the membranes in the tubes and 
adjacent tissues, including the tonsils, will 
cause nodular enlargement, and if allowed to 
become chronic will be difficult to reduce to 
normal. 

The presence of otitis media purulentia in- 
variably causes the auricular lymphatics to 
enlarge, especially the auricular and parotid 
nodes. In fact, they are sometimes so en- 
larged, and the adjacent tissues so sensitive 
to touch, that adjustment is made with diffi- 
culty. 

The cervical muscles are always tense and 
the venous congestion marked. It is often 
found necessary to give a general treatment to 
equalize the circulation before the cervical 
congestion can be reduced. 

The cervical nodes are numerous, and the 
communication between the superficial and 
deep is so continuous that a blockage at any 
one point will affect the nodes, not only of the 
superficial and deep, but of the opposite side. 
_ It is well to note the lack of freedom of the 
vasémotor impulses by observing any dis- 
turbance, such as contractions or lesions in 
the upper dorsal region. We can make little 
headway in reducing engorgement in the pa- 
rotid or submaxillary areas if there exists any 
vasamotor disturbance. 
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If the thoracic duct is blocked at its passage 
through the upper part of the chest, or at its 
hook-like loop before entering the subclavian, 
we may find a secondary effect upon all of the 
nodes above the clavicle. The blockage of 
the thoracic duct is a serious matter. 

Scoliosis, with subluxated ribs, will pro- 
duce a sagging in the thorax that will affect 
the lymph drainage over a vast area. Even 
the axillary nodes may become involved, 
through lack of drainage, as may be noted 
upon palpation. 

Any lesion that will affect the parotid or 
submaxillary glands will have a secondary ef- 
fect upon the post-pharyngeal region. Any 
lesion that affects the vasomotors through the 
cervical ganglia will also affect the nodes in 
relation to the ear. 


The presence of an abscess either in the 
mastoid or middle ear has its incipiency in 
obstructed nodes. 

We are prone to give too little credence to 
the function of the lymphatics. We are more 
apt to consider the blood vessels, but we must 
not overlook the fact that lymphatic drainage 
is of vital importance in any abscessed area, 
whether it be in the pelvis, mammary gland, 
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axillary region, or in the pharyngeal region. 
The presence of any lymphatic disturbance is 
associated with contractures and lesions of 
some nature, 

The beginning of tubal catarrh is from ob- 
structed circulation and enlarged nodules. 
The lymphatics are always involved in in- 
flammation of the membranes of the ear. 

The free drainage of the lymphatic vessels 
will insure the abatement of inflammation 
leading to abscesses. 

Every cervical vertebra must be in align- 
ment, in order that no muscular tension exists, 
drawing across the lymphatic vessels and 
nodes that normally drain away the toxic pro- 
ducts. 

Keep the nodes in mind when you are 
treating for Eustachian troubles. Go over the 
carotid and submaxillary areas carefully and 
hunt for indurated nodules. Follow the jug- 
ular veins down to the clavicles, and see if 
you can discern any obstruction. 

In short, if you would get the best possible 
results, correct every condition that may di- 
rectly or remotely contribute to impaired 
functioning of the lymphatics. 


STATE AND LOCAL SOCIETIES 


COLORADO: A comprehensive program was 
carried out at the second annual Rocky Mount- 
ain Osteopathic Conference held at Colorado 
Springs, Aug. 1, 2 and 3. More than 200 osteo- 
paths were present from nine Western States. 
R. R. Daniels, of Denver, president of the State 
Association, presided, and George W. Perrin, of 
Denver, was chairman of the program commit- 
tee. The right of osteopaths to serve in the 
Army as physicians was emphasized throughout 
the session. 

On the morning of Aug. 1 a baby conference 
of the Children’s Bureau of the Federal Gov- 
ernment, of which Dr. Jenette H. Bolles is 
chairman, was held. An address of welcome at 
lp. m. by the Hon. Charles E. Thomas, Mayor 
of Colorado Springs, introduced the regular 
program, which was as follows: 

1.15 p. m., annual address by President R. R. 
Daniels; 1.30 p. m., “Lumbar Technique,” Dr. 
Ethel Burner, Bloomington, Ill.; 1.50 p. m., dis- 
cussion, Dr. E. B. Fleming; 2 p. m., “Advantage 
and Necessity of Osteopathic Post-Operative 
Treatment,” Dr. Geo. A. Still, Kirksville, Mo.; 
230 p. m., discussion, Drs. W. Curtis Brigham 
and R. D. Emery, Los Angeles; 3 p. m., “Path- 
ology of the Accessory Air Sinuses and Mastoid 
Cells,”’ Dr. L. S. Larimore, Southwestern San. 
Blackwell, Okla.; 3.20 p. m., discussion, Dr. G 


W. Pauly; 3.30 p. m., “Osteopathy and the War,” 
Dr W. Curtis Brigham, Los Angeles; 4 p. m., 
“Osteopathic Treatment of War Injuries,” Dr. 
R. D. Emery, Los Angeles; 4.30 p. m., “The Os- 
teopath Before the State Board,” Dr. D. L. 
Clark, Dr. Rodney Wren; 5 p. m., “Proper Food 
Balance,” Dr. R. R. Daniels; 5.20 p. m., discus- 
sion, Dr. C. I. Stephenson; 5.30 p. m., “Impor- 
tance of Blood Examination,” Dr. F. A. Lued- 
dicke; 5.50 p. m., discussion, Dr. H. L. Riley; & 
p. m., round table, “Problems in Practice,’ Dr. 
H. M. Ireland, chairman; Drs. C. J. Gaddis, R- 
D. Emery, W. Curtis Brigham, Ethel Burner, L. 
S. Larimore, C. W. Young; 9 p. m., social hour, 
Dr. Lona E. Pauly and Mrs. R. R. Daniels. _ 

Early Friday morning, Aug. 2, a trip was ‘taken 
to Rainbow Falls and North Canon, and the 
program for the day was: 

0 a. m., Orthopedics, Congenital Hip Opera- 
tion, Dr. Geo. M. Laughlin, Kirksville, Mo.; 1 
p. m., “Dorsal and Cervicle Technique,” Dr. Ethel 
Burner; 1.20 p. m., discussion, Dr. U Bow- 
ersox; 1.30 p. m., “Interconnection Between the 
Eyes and the Sympathetic Nervous System,” Dr. 
C. L. Draper; 1.50 p. m., discussion, Dr. F. F. 
Woodruff ; 2 p. m., “When to Call the Roentolo- 
gist,” Dr. L. S. Larimore; 2.20 p. m., discussion, 
Dr. C. L. Draper; 2.30 p. m., “Borderline Cases,” 
Dr. Geo. A. Still; 3 p. m., “Nephritis,” Dr. D. 
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H. Craig; 3.20 p. m., discussion, Dr. J. L. Lewis; 

bi p. m., “Group Practice,” Dr. W. Curtis 
Brigham, Los Angeles; 4 p. m., “Demonstration 
of Bedside Technique,’ Dr. C. J. Gaddis, Oak- 
land; 4.30 p. m., “The Place of Osteopathy in 
Preventive Medicine,” Dr. H. M. Ireland, Chey- 
enne, Wyo.; 5 p. m., “Slipped Innominates vs. 
Lumbar Lesions,” Dr. C. W. Young, St. Paul; 
5.20 p. m., discussion, Dr. H. M. Ireland; 5.30 
p. m., “Orificial Surgery and Its Value to Os- 
teopathy,” Dr. W. A. Guild, Des Moines; 8 p. 
m., “Dental Radiology,” Dr. I. C. Brownlie; 9 
p. m., round table, “Problems in Practice,” Dr. 
D. B. Overfelt, chairman; Drs. Geo. A. Wells, 
Geo. C. Wilke, S. M. Kellogg, Sylvia Printy, 
Louise A. Griffin, Leo L. Lux, H. G. De Tienne, 
W. R. Benson. 

“The Circle Trip” was taken Saturday morn- 
ing, and at 1 p. m. a report on war legislation 
work was given by Drs. Geo. A. Still and W. 
Curtis Brigham. This was followed by, 1.30 p. 
m., “Far Reaching Effect of the Innominate Le- 
sion,” Dr. Ethel Burner; 1.50 p. m., discussion, 
Dr. J. H. Dickson; 2 p. m., “Osteopathic Obstet- 
rics,” Drs. Amy Schoonmaker, Macon, Mo., and 
W. Curtis Brigham; 2.20 p. m., discussion, Dr. 
E. E. Conway; 2.30 p. m., “Rib Lesions,” Dr. 
H. M. Ireland, Cheyenne, Wyo.; 2.50 p. m., 
discussion, Dr. J. P. O. Givens; 3 p. m, 
“Foot Surgery,” Dr. R. D. Emery; 3.20 
p. m., discussion, Dr. George A. Still; 
3.30 p. m, “Why We Have Enlarged Ton- 
sils, Adenoids and Adhesions—Finger Surgery,” 
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Dr. L. S. Larimore; 3.50 p. m., discussion, Dr, 
Ralph M. Jones; 4 p. m., “Better Babies,” Dr. 
Jenette Bolles; 4.20 p. m., discussion, Dr. F. E. 
Kilorean; 4.30 p. m., “The Value of Osteopathic 
Education of the Public,” Dr. F. F. Woodruff; 
4.45 p. m., “Blood Pressure and Its Importance,” 
Dr. R. W. Cain; 5 p. m., “Acute Practice,” Dr, 
Glyde W. Bumpus; 5.20 p. m., discussion, Dr. F. 
A. Lueddicke; 8 p. m., round table, “Osteopathic 
Problems,” Dr. Geo. A. Still; 9 p. m., lecture, 
Prof. Deschamp. 


NORTH DAKOTA: At the annual meeting 
of the State Association the first week in July 


Sten Hanson, of Fargo, was elected president, 


and Joseph W. Tarr, of Lidgerwood, was elected 
vice-president. Papers were read by Drs. G. E. 
Hodge, Grand Forks; E. E. Bayse, Fargo; E. E. 
Long, Fargo. Dr. Tarr led a discussion on tech- 
nique. - The winter meeting will be held in Far- 
go Jan. 2. 


WASHINGTON: In preparation for the tri- 
State campaign for H. R. 5407, which began on 
Aug. 9, Dr. George F. Whitehouse, of Chicago, 
who conducted the campaign, held preliminary 
meetings with a view to getting in touch with 
every osteopath of the State. Meetings were 
held at Walla Walla, Aug. 2; Spokane, Aug. 3; 
Yakima, Aug.-5; Seattle, Aug. 6; Tacoma, Aug. 
7; Centralia, Aug. 7 and Portland, Aug. 7. At 
each meeting Dr. Whitehouse gave an address 
on “Will Osteopathy Continue as a_ Separate 
School of Practice?” 


NOTES AND 


Dr. F. D. Clark Honored: Dr. F. D. Clark, 
of Sidney, Ohio, has been appointed Director 
of Public Safety, by: the mayor of the city. 
The Mayor, Director of Public Safety and Di- 
rector of Public Service form the Board of 
Control, which has charge of running the city 
government. 

Besides being responsible for all city af- 
fairs, as a member of the Board of Control, 
the Director of Public Safety is absolutely at 
the head of and responsible for the Fire De- 
partment, Police Department, all public build- 
ings and institutions of the city. 


Directs Campaign from Jail: The Great 
Falls, Montana, “Tribune” of May 12, con- 
tains the following: 

“Chiropractors of Montana will attempt to 
initiate a law this fall amending the present 
law requiring them to be licensed by the State 
before osteopathic examiners before they can 
practice. Osteopaths of the State are pre- 


paring to oppose the initiative law. 

The initiative statement must be filed with 
Secretary of State Stewart before June 3 an 
the statement against the proposal before July 
2. Petitions supporting the proposed act must 
be filed before July 5 and must contain sig- 
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natures of eight per cent of the voters in the 
State from two-fifths of the counties, or 18. 

Dr. W. R. Hopkins, serving a term in the 
county jail here for practicing without a 
license, is directing the chiropractic campaign 
from the jail, and J. E. Daniels, of Bozeman, 
is assisting. 


Petition to Washington: A petition signed 
by scores of relatives and friends of American 
soldiers asking that Congress rush through 
the pending bill which will permit osteopaths 
to be commissioned in the Army Medica! 
Corps, was recently forwarded to Washington 
by the osteopaths of San Francisco. 


A Prosperous Auxiliary: The A. S. O. Aux- 
iliary of the American Osteopathic Associa- 
tion is a flourishing body. About 60 per cent 
of the student body is at the present time 
enlisted as members of the local auxiliary. 
The January, ’18, class has 67 per cent of its 
members in the Auxiliary; June, ’18, class, 61 
per cent; January, ’19, class, 57 per cent; June, 


’20, class, 36 per cent; January, ’21, class, 65 | 


per cent, and June, ’21, class, 61 per cent. 
The officers of the present year are as fol- 

lows: President, J. W. Jones (June, 718); vice- 

presidents, J. R. Black (Jan., 718), L. C. Bree- 
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den (June, ’18), Mrs. Olive Williams (Jan., in Louisville, thus it will be seen that the lookout 


19), Vernon Still (June, ’20), N. H. S. Bohm 
(Jan., ’21), Orin Chambers (June, ’21); secre- 
tary, Olive H. Moulton (June, ’20); treasurer, 
Howard Slocum (June, ’20). 

In the recent issue of the Neuron, the stu- 
dent paper of the A. S. O., there is a two- 
column write-up of the Auxiliary. This stu- 
dent paper, by the way, is a very interesting 
and businesslike appearing newspaper. 

Auxiliaries are now organized in practically 
all of the colleges and the JourNAL hopes to 
report in an early issue that they have a ma- 
jority of the student body enrolled. 


A Good Appointment: The Mayor of Schen- 
ectady, N. Y., recently appointed Dr. Emma Wing 
Thompson, of that city, to the Board of Educa- 
tion for a term of four years. As an evidence 
of Dr. Thompson’s popularity in her community 
the papers state that her annpointment was urged 
by thirty-three organizations of different charac- 
ters. This is excellent work for osteopathic phy- 
sicians to take an interest in, and when an osteo- 
pathic physician is appointed to the Board of 
Education of a large city it is proof that by in- 
terest in civic affairs no less than by high class 
professional service she has won an enviable rep- 
vtation. Dr. Thompson is a district manager of 
the Bureau of Public Health of the A. O. A. 


Dr. C. E. Lorenz to Prepare History: The 
Smithsonian Institute branch of the National 
Museum at Washington has requested Dr. C. E. 
Lorenz, of Columbus, Ga., to aid in the prepara- 
tion of a history of the science of osteopathy to 
be recorded there. Dr. Lorenz has been promin- 
ently identified with the activities of the profes- 
sion as presdent of the Georgia State Associa- 
tion, president of the Gulf States Association 
and member of the Georgia State Board of Ex- 
aminers. He will begin his historical work at 
once. 


Dr Peck on Examining Board: Dr. Ver- 
non W. Peck, of Pittsburgh, Pa., has been ap- 
pointed a member of the State Board of Osteo- 
pathic Examiners. 


“Chiropractic” Schools Avoid Inspection: 
According to the annual report of the State Med- 
1cal Board of Ohio, filed by the secretary with 
the Governor, nearly all “chiropractic” schools 
in the State have refused to be inspected. The 
report adds that the few schools that were in- 
spected were so déficient in equipment that rec- 
ognition could not be given by the board. 

All over the country “chiropractors” are bla- 
tantly using the cure of the blind poet, Skeyhill, 
in their chiropractic advertisements. All refer- 
ences to osteopatity, of course, eliminated; large 
“chiro” ads contain a full account of the cure, 
as though it was a “chiro” victory. 

The “chiropractic” journals announce that 
Kentucky is a favorable field, and that there is 
little chance of their being convicted there. The 
lawyers for the Palmer Defense Pool report to 
their members that on the whole the situation in 
Kentucky is encouraging. “We have tried eight 
er nine cases in Kentucky outside of Louisville 
without losing a single one. The one case that 


we have lost in Kentucky is the first Dunn case 


which ‘chiropractors’ in Kentucky—is very, very 
rosy.” Osteopaths in Kentucky have to meet 
high standards, and it would seem that the law 
could be administered against pseudo osteopaths. 

Dr. A. H. Benefiel Honored: Dr. A. H. 
Benefiel, one of the pioneer osteopathic physi- 
cians of Washington, has been honored by being 
selected as the new principal of the North Cen- 
tral High School in Spokane. Referring to the 
selection of Dr. Benefiel as a schoolmaster the 
Spokane Review publishes two and a half col- 
umns devoted to a review of his career, in the 
course of which it says: 

“The outlook for cutups at the North Central 
High School is black and blue, for Dr. A. H. 
Benefiel, the new principal, is a great believer, 
in the laying on of hands. In fact, he was once 
a practicing osteopath with a large office, a se- 
rious looking framed diploma, patients ’n every- 
thing. Had it not been that taking kinks out of 
young minds was so much more interesting than 
taking kinks out of old bodies the doctor might 
now be practicing the osteopathic pofession.” 

Personals: Dr. Emma Wing-Thompson, of 
Schenectady, N. Y., left Aug. 1 for a two months’ 
trip to the West to visit her mother near Seattle, 
Wash., and other relatives in Idaho. 

Dr. M. L. Parcells, of Calexico, Cal., has been 
honored with the appointment of health officer 
of the city. y 

Dr. Catherine Gray Lynch, after taking an in- 
terneship in the ear, nose and throat clinic of the 
College of Osteopathic Physicians and Surgeons, 
has resumed practice in her former office in the 
Baker-Detwiler Building, Los Angeles, in asso- 
ciation with Dr. Louise Crow. 


Borr: To Dr. and Mrs. Mary Perry S. Bar- 
ton. of Mavsville, Mo., at Kirksville, Aug. 11, 
a son, Marion Ellis. 


Died: At Osceola, Iowa, Aug. 19, in his 78th 
year, Thomas J. Novinger, father of Dr. Walter 
J. Novinger, of Trenton, N. J. Mr. Novinger 
served in the Civil War, his father was in the 
War of 1812, and his grandfather took part in 
the Revolution. 


For Sale: A good practice in Iowa town, 
county seat, established six years. Income be- 
tween $4,000 and $5,000 yearly. No competition. 
Splendid place for a live man. Am going to 
larger town. Address R. H., care JourNAL.—Adv. 


For Sale: A full four-year course scholar- 
ship from the Des Moines Still College of Os- 
teopathy. Will sell cheap on easy terms. Ad- 
dress Lock Box 346, Prairie City, Ill.—Adv. 
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Tilinois 
Grieves, M. J. (A), Lehman Bldg., Peoria. 
Massachusetts 
Ferris, Elizabeth M. (Mc), 85 Highland Ave., 
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Flint, Annabelle (A), Albany. 


0. A, 

r, 1918 | 

n, Dr. 

pathic 

druff; 

ance,” 

Dr. F. 

1 July 

sident, 

lected 

G. E. 

E. E. 

1 tech- 

Far- 

icago, 

ninary 

with 

were 

33 

Aug. 

Idress 

parate 


62 APPLICATIONS—CHANGES OF ADDRESS 


New York 
Hart, Ida J. (A) 385 Clinton Ave., Brooklyn. 
Pennsylvania 
Krech, Julia E. (Ph), 1933 Spring Garden St., 
Philadelphia. 
Maybee, Mildred L. (Ph), 1610 Pine St., 
delphia. 


Merrick, Charlotte Holland (Ph), 412 High St., 
Pottstown. 


Pease, May H. (Ph), 1610 Wharton St., Phila- 
delphia. 


Phila- 


CHANGES OF ADDRESS 


Arnold, H. J., from Kenosha, Wis., to Baker- 
Detwiler Bldg., Los Angeles, Cal. 

Bandel, Charles F., from 148 Hancock St., to 
32 Court St., Brooklyn, N. Y. 
Cozart, J. A., from Terre Haute, Ind., 
zens’ Trust Bldg., Canonsburg, Pa. 
Crain, Corah, from Pasadena, Cal., to The Tem- 
ple, Danville, Il. 

Davis, W. E., from 719 Water St., to 710 Mes- 
quite St., Corpus Christi, Texas. 

Dykes, M., from Johnson City, Tenn., to 
Brown Arcade, Baltimore, Md. 

Hall, Marion, from Glasgow, to Dysart Hotel, 
Cavendish Sq., London, W. 1, Eng. 

Hamilton, Beatrice, from Glasgow, to Dysart 
Hotel, Cavendish Sq., London, W. 1, England. 


to Citi- 
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Hanes, E. J., from Calais, to 374 Main st., Cum- 
berland Mills Me. 

Hartwell, H. E., from 243 Bruce St., to 472 Es- 
sex St., Lawrence, Mass. 

Howes, Ralph W., from Aurora, Neb., 
Daniel Bldg., Tulsa, Okla. 

Larter, E. R., from Silberburg Bldg., to People’s 
Bank Bldg., Niagara Falls, N. Y. 

Lean, Mrs. D. Sutcliffe, from 120. Lord St., to 
11 Queens Rd., Southport, England. 

McLean, H. R., from Greenville, to Kress Bldg., 
Houston, Texas. 

Merkley, G. H., from Hotel Martinique, to Fos- 
ter Bldg., New York City. 

Miller, A. L., from New England Bldg., to Guar- 
dian Bldg., Cleveland, Ohio. 

Piggott, Adalyn K., from 1053 Yonge St., to 44 
Hawthorne Ave., Toronto, Ont. 

Shannon, F. W., from Kirksville, to Princeton, 
Mo. 

Smith, W. Arthur, from 313 Huntington Ave., to 
Tyler Hall, Trinity Ct., Boston, Mass. 

Spicer, E. W., from Hall & Lewis Bldg., to Wil- 
cox Bldg., Meriden, Conn. 

Swanson, John, from Cincinnati, O., to 1941 
Fairfield Ave., Ft. Wayne, Ind. 

Turley, H. I., from Mexico, Mo., to Box 391, 
Arcadia, Fla. 

Turney, Dayton, from Mason Bldg., to San Fer- 
nando Bldg., Los Angeles, Cal. 

Warner, W. C., from Kirksville, Mo., to Shoaff 
Bldg., Ft. Wayne, Ind. 


to New 
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